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In Asthmatic Attacks... 
AMPLE AIR IMMEDIATELY 


measured-dose aeroso! medications 


e Ready and in use in 5 seconds 
under any circumstance. 


e Travels with the patient 
anywhere...Can be 
concealed in the hand... 
Can be carried in vest 
pocket or purse. 


e Dose is metered and 
medication is propelled 
automatically with single- | 
stroke finger pressure. 

200 doses per vial. 


Prescribe either of two bronchodilators: 
isoproterenol or epinephrine 


Medihaler-ISO** 


Isoproterenol sulfate, 2.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.06 mg. isoproterenol. 


Medihaler-EPI** 


Epinephrine bitartrate,.7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured 

dose contains 0,15 mg. epinephrine. 


*First Rx: vial of medication with oral adapter 
Repeat Rx: can specify refill vial only 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


Each Kanulase tablet contains Dorase? 
320 units,combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F., 500mg.;oxbileextract, 
100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients ey 
digestive disorders 


SMITH-DORSEY « a division of The Wander Company « Lincoin, Nebraska 


DORSEY BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS, 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTANT 


DONNAZYME 


A. H. ROBINS COMPANY, INCORPORATED e¢ RICHMOND 20, VIRGINIA 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
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Entozyme®—two tablets t.i.d., or as necessary. 
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Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
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mg., and Bile salts, 150 mg. 
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a form of 
ARISTOCORT® 
Triamcinolone 
to fill any 
topical need 


now... for greater patipept 


a smooth, creamy preparation 
containing the highly aetige 
topical corticosteroid, 
triamcinolone acetonide 


Aristocort Acetonide Cream 

TRIAMCINOLONE ACETONIDE 0.1% | 
Tubes of 5 and 15 Gm. seve 
for t 

Aristocort Acetonide Ointment 
TRIAMCINOLONE ACETONIDE 0.1% (1) The 
Tubes of 5 and 15 Gm. Triamci 
Especially desirable in thick lichenified chronic dermatoses requiring frictional @ re 
Neo-Aristocort’ Acetonide Eye-Ear Ointment 
NEOMYCIN-TRIAMCINOLONE ACETONIDE 0.1% plus 
antimic 


Tubes of % oz. 
For inflammatory, allergic, infective eye and ear conditions 
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Triamcinolone A id ycin LEDERLE 


several factors indicate NEO-ARISTODERM Foam 
for topical treatment of dermatoses: 


(I) The Active Ingredients (2) The Vehicle (3) Patient Acceptance 

Triameinolone Acetonide — with Neo-ARISTODERM Foam spreads readily © NeO-ARISTODERM Foam is neat—not 
al apphemy therapeutic efficacy equal to or greater = withoutirritation or burning. It can be messy or sticky. Patients like the 

than that of topical hydrocortisone _ applied to oozing, crusted, severely attractive push-button dispenser and 

in one-tenth the concentration; 1:2 inflamed and injured skin, or to the richness of the foam. This helps 

plus neomycin—a leading topical mucous membranes. There have been to assure faithful adherence to 

antimicrobial agent. no reactions of primary irritation or your instructions. 


allergic sensitization to date. 


Triamcinolone Acetonide 0.1%, Neomycin Sulfate 0.35% 15 cc. Push-button dispenser 


References: 1. Kanof, N. B., and Blau, S.: New York J. Med. 59:2184 (June 1) 1959. 
2. Smith, J. G., Jr.; Zawisza, R. J., and Blank, H.: 4.M.A. Arch. Dermat. 78 643 (Nov.) 1958. 


(Geter LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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NSTIPATION 


NATURAL 
Gea ox bile extract 


INDICATIONS: Bidrolar 
is the therapy of choice 
in individuals past 40 
since it strikes at the 
most common cause of 
constipation, namely 
biliary deficiency. 


It is highly effective in 
managing constipation 
of atonic, dietary and 
psychogenic type; safely 
used in pregnancy, ano- 
rectal surgery and ca- 
thartic habituation. 


Bidrolar provides an efficient stool softener 
that keeps feces soft for easy evacuation; and 
ox bile, a natural stimulant of peristaltic activ- 
ity without adverse effects or irritation of the 
intestinal mucosa. Ox Bile has long been recog- 
nized as a natural laxative that is neither 
irritating nor habit forming. It is similar in com- 


tablets bid position to natural bile. It contains all the bile 


normal). salts—and in conjugated form—the form which 
FORMULA: Each tablet contains: Diocty! Sodium |S most effective. Ox bile stimulates the liver to 
Sulfosuccinate 40 mg., Ox Bile Extract 60 mg. jncrease free flow of natural bile thus pro- 


SUPPLIED: In bottles of 30 and 100. moting natural hydration of the stool. 


SAMPLES AND LITERATURE ON REQUEST 


FORREST company:93 CROSBY STREET, NEW YORK 12, N.Y 
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MORE THOROUGH F 
ininterrupted sleep. 
RARELY CONSTIPATE 


Salts of Dihydrohydroxycodeincne and Homatropine, plusAPC. 
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Just a “simple” 
case of cystitis 
may be the 
precursor of 
pyelonephritis — 
or may actually be 
the first evidence 
of a pre-existing 
pyelonephritic 
process.’ 


WHEN TREATING CYSTITIS— SPECIFY 


FURADANTIN 


brand of nitrofurantoin 


to ensure rapid control of infection 
throughout the urogenital system 


Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, resistant to other agents 
= actively excreted by the tubule cells in addition to glomerular fil- 
tration # negligible development of bacterial resistance after 8 
years of extensive clinical use # excellent tolerance—nontoxic to 
kidneys, liver and blood-forming organs »s safe for long-term 
administration 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. q.i.d. with meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


FIRST 


REFERENCES: 1 Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 
1957. 2. Colby, F. H.: Essential Urology, Baltimore, The Williams & Wilkins Co., 1953. 
NITROFURANS—a unique Class of antimicrobials—neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 
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cessation of all symptoms and 

complete healing in 70 out 
? of 78 cases as reported in 
fan Postgraduate Medicine (Oct.) 1959 
**... chymotrypsin offers a new approach 


to the treatment of peptic ulcer.” 


In 54 cases, most of them hospitalized, 
in which chymotrypsin (Chymar) was 
used in conjunction with other agents 
‘All of the symptoms disappeared and 
complete healing of the ulcer occurred 
in 49 (90.7 per cent) of the 54 cases...” 
Average time for cessation of symptoms 
...6 days; for complete healing. . 

36 days; average follow-up period 

e ...12 months. Jn 24 cases in which 
Chymar was used alone, “‘Cessation of 
all symptoms and complete healing 
occurred in 21 (87.5 per cent) of the 
24 cases. . .”” Average time for 


cessation of symptoms... 5.8 days; 
for complete healing . . . 24 days; 


average follow-up period... 
25.5 months. 


Conclusions: “Because of the excellent 
results obtained in 78 cases of peptic 
ulcer... I strongly recommend its use 
as a most valuable adjunct in the 
i treatment of this disease.’’* 
*Mozan, A. A.: Postgraduate Med. 26 :542, 1959 


Cc the superior anti-inflammatory enzyme 


chymotrypsin Buccal / Aqueous/Oil 


controls inflammation, swelling and pain 


CHYMAR Buccal— Crystallized : 
chymotrypsin in a tablet formulated i 
for buccal absorption. Bottles of 24 : 
tablets. Enzymatic activity, 10,000 

Armour Units per tablet. 


~- CHYMAR Aqueous— Solution of 

crystallized chymotrypsin in sodium 
chloride injection for intramuscular 2 
use. Vials of 5 cc. Enzymatic activity, i 
5000 Armour Units per cc. 


CHYMAR~—Suspension of crystallized 
chymotrypsin in oil for intramuscular a 
injection. Vials of 5 cc. Enzymatic 
activity, 5000 Armour Units per cc. 


vary 26, 1957 shows @ large wicanern Slight indenta- ARMOUR PHARMACEUTICAL COMPANY 


upper third of the lesser tion on the lesser gurvéture. KANKAKEE, ILLINOIS 
Pee Armour Means Protection 


© 1960, A. P. Co, 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHY IS DIABETES IN INFANTS 
SO DIFFICULT TO DIAGNOSE? 


Because of the infrequency of the disease in 
this age group, its sudden onset, the profusion 
of inconsistent presenting symptoms, and be- 
cause the accompanying symptoms of anorexia 
and vomiting are also characteristic symptoms 
of many other ills of infancy. 

*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, 
A. L.: Diabetes 8:289, 1959, 

for those pediatric puzzlers...“A routine urinalysis 
and blood sugar should be done whenever the 
possibility of diagnosing diabetes is entertained.”* 
the standardized urine-sugar test for reliable quantitative estimations 


COLOR-CALIBRATED 
CLINITEST’ 


BRAND Reagent Tablets 84060 


Order of Frequency of Presenting Symptoms in 110 
Patients 

No. of Per cent of 
Symptoms Patients total group 
Polyuria 93 84.5 
Polydipsia 89 81.0 
Weight loss 47 42.7 
Polyphagia 28 25.4 
Anorexia 16 145 
Lethargy 14 12.7 
Enuresis 7 6.4 
Vomiting 5 45 
Irritability 3 2.7 
“Craving for sweets” 3 2.7 
“Sticky diaper” 3 2.7 
“Strong odor to urine” 2 18 
Glycosuria 2 18 
Hypoglycemia 18 
Personality change 1 09 
Boils 1 0.9 
Headache 1 0.9 
Abdominal cramps 1 09 
Adapted from Traisman, H. S.; Boehm, J. J., and New- 
comb, A. L.* 


¢ full-color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 
¢ standard blue-to-orange spectrum 

¢ standardized, laboratory-controlled color scale 
 “urine-sugar profile” graph for closer control 
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Antivert 


The latest ANTIVERT report confirms earlier 
findings: ANTIVERT relieves vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either drug 
alone.’”” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.” 
Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, arterioscle- 
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8g STOPS VERTIGO 
9 TIMES OUT OF 101! 


rotic vertigo, labyrinthitis and vertigo of non- 
specific origin. 


Supplied: In bottles of 100 blue-and-white scored tablets. 
Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:318 (Mar.) 
1957. 2. Seal, J. C.: Eye Ear Nose & Throat Month. 
38:738 (Sept.) 1959. 


New York 17,N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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drugs. 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in two or three days. She 
eats well, sleeps well and soon returns to 
her normal activities. 
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calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 


} 


rapidly and safely 


Balances the mood — no “seesaw” 
effect of amphetamine - barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the 
patient—they often aggravate anxiety 
and tension. And although ampheta- 
mine-barbiturate combinations may 
counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw’”’ effects, 
Deprol lifts depression as it calms 
anxiety — both at the same time. 


Acts swiftly — the patient often feels 
better, sleeps better, within two or 
three days. Unlike the delayed action 
of most other antidepressant drugs, 
which may take two to six weeks to 
bring results, Deprol relieves the 
patient quickly — often within two or 
three days. 


Acts safely — no risk of liver damage. 
Deprol does not produce liver damage, 
hypotension, psychotic reactions or 
changes in sexual function—frequently 
with other antidepressant 
rugs. 


BIBLIOGRAPHY (11 clinical studies, 764 patients): 
1, Alenander, L. (35 patients): C of jon — Use of 
maprobomate combined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. JAMA. 166:1019, March 1, 1958. 2. Bateman, J. C. and 
Cortton, H. N. ($0 patients): Meprob b yzi 

(Deprol) os odiunctive therapy for patients with advanced cancer. Anti- 
Malic Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, H., 
Satty, A ond Pulito, F. (77 potients}: Treatment of depressive states 
icles practice. Dis. Nerv. System 20:263, June 1959. 4. Breitner, C. 


Teel, May 1959. 5. Landman, M. E. (50 patients): Choosing the right 


See ie the patient. Submitted for publication, 1960. 6. McClure, C. W., 
N., Speore, G. S., Palmer, E., Slattery, J. J., Konefol, S$. H.. 
BS, Wood, C. A. and Ceresic, G. 8. (128 patients): Treat- 


. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 8. Rickels, 
. (35 patients): Deprol in depressive conditions. Dis 
Biitew 20:364, (Section One), Aug. 1959. 9. Ruchwarger, A. (87 

. (meprobamate combined with benactyzine hydro- 


uf 
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a} in office treatment of depression. M. Ann. District of 
Avo. 1959. 10. Sette, E. (52 patients}: Treatment of 
in the elderly with o b tyzine hydrochlorid: 
ort & Clin. Therapy 7:28, Jon. 1960. 
(84 patients) core of the anxious and the depressed. 
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DEPROL vs. PLACEBO 


(CROSS-OVER TECHNIC)* 


SWITCHED TO 
PLACEBO 


DEPROL 
GROUP “B” 


PLACEBO 
GROUP “A” 


SWITCHED TO 
DEPROL % 

tRet.:McCture et al. (Am. Pract. & Digest Treat. 10:1525, Sept. 1959) 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. Supplied: Bottles 
of 50 light-pink, scored tablets. Write for literature and samples. 
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continuous relief 
from 

“pressure pain” 
and 
congestion 


NOVAHISTINE SINGLET” faster 


One Novahistine Singlet tablet usually gives prompt and continuous relief in sinusitis, 
It combines the decongestive Novahistine Effect with a virtually nontoxic, well-tolerated 
analgesic. Novahistine Singlet relieves pain, opens blocked nasal sinuses, reduces 
edema and helps restore normal sinus drainage and ventilation. 

Dosage: One tablet every 6-8 hours (usually morning, afternoon and bedtime). 


Each Novahistine® Singlet tablet contains 40 mg. phenylephrine HCI, 8 mg. chlorprophenpyridaminge 
maleate and 500 mg. APAP (N-acetyl-p-aminophenol). Supplied in bottles of 50 tablets. 


Novahistine formulas have been prescribed more than 9,000,000 times since 1952—based on National 
Prescription Audits. 


PITMAN-MOORE COMPANY owision oF atuto LABORATORIES, INC, INDIANAPOLIS 6, INDIANA 
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women of childbearing age... 
and growing children... 
are 

depleting their 

iron 
reserves 


‘Tren anemias occur most 
shen among women of childbearing age 

d children. Uniess extra ironis 
sovided, children’s high growth requirements — 
women’s iron loss from menstruation m:y 
(encetousiy deplete iron reserves. Many clinicians 
prescribe & eematinic for six weeks each 
Guriig 4 reproductive years. Children _ 


Witemin, with peptonized iron and B complex, provides 
iron therapy with minimal ‘side effects. Unlike 


imies, Livitamin is pleasant testing and wall 


Peptoniaat trom has as high a rate of absorption 
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\SSENGILL COMPANY : 


because it is highly 


= show peptonized iron 


Rapid response in iron- anemias 


Non-astringent 


® Absorbed as well as ferrous sulfate 
® Better gastric toleration than ferrous sulfate 
Leese constipating than ferrous sulfate 


LIVITAMIN 


a ... the preferred 
e * hematinic 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 
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NEW 


MOAN ANTIGEN 


definitely establishes the cause 


or rules 


Amebiasis can cause a multitude of varied, non- 
specific symptoms. Because diagnosis has been 
so difficult, many cases are not detected. Stool 
examinations are notoriously unreliable, particu- 
larly in chronic, extraintestinal amebic infection.!* 

Now, after ten years of research, Moan Anti- 


gen provides a simple, dependable serologic test 
for amebiasis. 


Rigidly controlled, highly critical studies show 
that the Moan Test has the two essential quali- 
ties of a good serodiagnostic test: sensitivity 
(consistently positive results in clinically signifi- 
cant cases); and specificity (consistently negative 
results in the absence of significant pathology 
due to amebiasis). Thus the Moan Test definitely 
establishes E. histolytica as the cause of symp- 
toms, or definitely rules it out.+2 


The Moan Test is extremely simple to perform. 


out a frequent cause 


It does not require highly trained personnel or 
special equipment; it can be done in even the 
smallest laboratory. When run in quantity, indi- 
vidual tests cost as little as 37c per test. 


Write for detailed literature, case histories, and 
instructions for performing the Moan Test. 


1. Webster, B.H.: Am. Pract. and Dig. of Treat., 9:897 (June, 
1958). e 2. D’Antoni, J.S.: Am. J. Trop. Med. and Hyg., 29:269 
(May, 1949). ¢ 3. Rinehart, R.E., and Marcus, H.: Northwest 
Med., 54:708 (July, 1955). ¢ 4. Elsdon-Dew, R.: S. Afr. Med., 
32:89 (Jan., 1958). ¢ 5. Cook, J.E., Briggs, G.W., and Hindley, 
F.W.: Am. Pract. and Dig. of Treat., 6:1821 (Dec., 1955). « 
6. Farfel, B.: Am. J. of Gastroenterology, 32:620 (Nov., 1959). 


.© 7. Eisert, J., Hannibal, J.E., and Sanders, S.L.: New Eng. J. 


of Med., 261 :843 (Oct. 22, 1959). 8. McHardy, G.C.: Gastro- 
enterology, 30:535 (1956). ¢ 9. Moan, J.C.: Am. J. Trop. Med. 
and Hyg., 6:499 (May, 1957). « 10. Babione, R.W., and Moan, 
1.C.: (to be published). ¢ 11. Babione, R.W.: (to be published). 
12. Perkins, J.G.: U. of Oregon Med. School, Mar. 19-20, 1959. 


MOBAC LABORATORIES 


85 N. Lansdowne Ave. Lansdowne, Pa. 
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Fostex’ 


e _ treats their 


© while they 
wash 


degreases the skin | helps remove blackheads — dries and peels the skin 


completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. _ glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions ...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium diocty! sulfosuccinate. 


Fostex is available in two forms— 


— G FOSTEX CREA\M, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 
WESTWOOD PHARMACEUTICALS « Buffalo 13, New York 
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ur THIS NEW ANT MISTAMINE DOES FoR YOUR PATIENT 


the NEW “TAILOR: MADE” ANTIHISTAMINE= 
has been designed to provide ful] symptom -control—yet side 
effects particularly drowsiness, are negligible or absent. 


® No toxicity has been reported with TWISTON 
© Keeps patient symptom-free, alert—with unusually low dosage 


i usual dosage: 
available dosage forms: TWISTON 
Tablets TWISTON, 2 mg. Adulis: 1 to 2 tab diets tid. or q.i.d. 


Children: 1/2 to 1 tablet t.i.u. or q.i.d. 
Tablets TWISTON R-A, 4 mg. 


TWISTON R-A 
(Repeat Action Tablets) Aduits: 1 tablet q. 8 to 12 hours, 
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eta Cine 2 
owth of 
*..-BETTER RESULTS THAN EVER BEFORE...”* IN sali 


OTITIS EXTERNA 


AND CHRONIC OTITIS MEDIA WITH few 


OTOBIOTIC 


ANTIBIOTIC / ANTIFUNGAL EAR DROPS 


3.5 mg. neomycin (from ic / and 50 mg. sodium propionate per cc.— in 15 cc. dropper bottles 
*Lawson, G. W.: Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22:501, (Nov.) 1951, . E 


AN OTIC SPECIALTY OF WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY nee | ; 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
hysiologic vaginal douche 


he papain content of Meta Cine is the key 
yson why it effects such complete cleansing of 
vaginal vault. Papain is a natural digestant, 
Md is capable of rendering soluble from 200- 
) times its weight of coagulated egg albumin. 
) the vagina, papain serves to dissolve mucus 
ugs and coagulum. 


tta Cine also contains lactose—to promote 
owth of desirable Doderlein bacilli—and 
tyl salicylate, eucalyptol, menthol and 
lorothymol, to stimulate both circulation and 
al protective vaginal secretions. Meta 
ne’s pleasant, deodorizing, nan-medicinal fra- 
ice will meet your patients’ esthetic demands. 


ipplied in 4 oz. and 8 oz. containers, and in 
nes of 30 individual-dose packets. Dosage: 
taspoonfuls, or contents of 1 packet, in 2 
jarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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HYDROCHLOROTHIAZIDE 


potency—without corresponding increase in side effects 
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Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. J. M. Se. 
237:575, (May) 1959. 


“The severity of the congestive 


heart failure ...was as follows: 


Class IV (9 patients), Class II 
(5 patients), and Class II (1 pa- a 


tient).”. . “Weight loss ranged 
from 4. to 45 pounds over a period 
| 


of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg. tablets of HyDRODIURIL once or 
twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HypDRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HyDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 
cts Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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three 

therapies 

of choice for 

infected /inflamed /painful 


ears 
Rarely Sensitizing 


Comprehensive bactericidal/antifungal action — eradicates N 
Pseudomonas and most other common causes of otitis. 

Hygroscopic; restores normal acid mantle. 
Each cc. contains: 


‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 

Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. | 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 


‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units - 
Hydrocortisone in a sterile, slightly acid, aqueous 


Available in dropper bottles of 5 cc. 


Re 
Acts quickly to relieve pain and itching associated with an 
otitis externa. Bactericidal/antifungal action — eradicates de 
Pseudomonas and most other common causes of otitis. Hy- - 
groscopic; restores normal acid mantle. 
Each ce. contains: Re 
‘Aerosporin’ brand Polymyxin B Sulfate .......... 000 Units eff 
Xylocaine* HCl brand lidocaine Hydrochloride (s96)" 50 mg. 
Propylene Glycol q.s. Sterile Re 
Available in dropper bottles of 10 cc. «f 
i *Reg. T.M. Astra Pharmaceutical Products, Inc. — U. S. Pat. No. 2,441,498 
Literature available on request. * 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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NO SPRAIN, 
NO STRAIN, 


OR LOW 
BACK PAIN 


can resist the rapid 
relaxant relief of 


RELA 


CARISOPRODOL 


RELA—SCHERING’S MYOGESICNg 
RELAXES MUSCLE TENSION 
FOR MORE ADEPT MANAGEMENT 
OF BOTH SPASM AND ITS PAIN 


Rela is most useful in the areas where narcotic analgesics are unwarranted 
and where salicylates are inadequate. Its muscle-relaxant properties are 
dependable yet significantly free of the limitations or problems often asso- 
ciated with other relaxants. 


Rela relaxes acute muscle spasm. Relief of muscle spasm (excellent to good 
effectiveness in the majority of patients).' 


Rela provides persistent pain relief through its relaxant and analgesic actions. 
‘Relief from pain was usually rapid and sometimes dramatic.”! 


_ Rela provides comfort free of spasm and pain.“A number of patients reported ae a 


om from insomnia which they attributed to freedom from pain.”" . 


MYOGESIC: MUSCLE 1. Kuge, T.:To be published, 
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in One preparation 


the answer to your 
three most important 
requirements in 
a douche 


For a dependable and 
effective means of treating 
non-specific leukorrhea 


For adjunctive therapy in 
Trichomonas Vaginalis vaginitis and 
other specific infections 


For personal cleanliness 
and the prevention of 
irritation and inflammation 


TRICHOTINE is the first major 
douche to contain sodium lauryl sulfate, 
a detergent of the highest order of 
efficiency. TRICHOTINE penetrates and 
dissolves the viscid film covering the 
vaginal mucosa; gets down in the rugal 
folds, carrying medication directly to 
the mucosa and the invading organisms. 

TRICHOTINE is a potent bacteri 


cide and fungicide, penetrating the walls 


TRICHOTINE 


H 

- 

i & 

by 

q 

of 
i 

solt 
: 

Tri 

can 
pot 

tim 
non 
4. 

thel 
i 
i It a 

j 

i 

i 

i 

i 

i 

; 


er of 


VOLUME 53 SOUTHERN MEDICAL JOURNAL 29 


of many micro-organisms. “The douche 
solution is an effective agent against 
Trichomonas Vaginalis, Monilia Albi- 
cans, anaerobic organisms including a 
potent strain of streptococci that some- 
times cause severe infections, and other 
non-specific vaginal micro-organisms.”* 

TRICHOTINE actually favors epi- 
thelial growth and healing, and the relief 
it affords from pruritis is quite striking. 


For personal cleanliness, especially 
as a post-coital and post- menstrual 
douche, TRICHOTINE is designed to 
meet all the requirements of feminine 
hygiene. As an effective cleanser for 
Office use, or for treatment, or for rou- 
tine home douching, TRICHOTINE will 
prove satisfactory to you and its sooth- 
ing, refreshing action will be reassuring 


to your patients. 1.Karnaky, K.J.:Med. Record 
and Annals, Houston 46:296 (Nov. 1952). 


The Fesler Company, Inc., 375 Fairfield Avenue, Stamford, Conn. 


TRICHOTINE 


TRICHOTINE 
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WITH HYDROCORTISONE 


microbicidal + anti-inflammatory + antipruritic 


unique topical microbicide 
not an antibiotic - not a nitrofuran 
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CONSISTENT RESPONSE 
© IN SKIN INFECTIONS 


REGARDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


€ & A DISTINCTIVE ANTIMICROBIAL, TRIBURON PREVAILS OVER 


PRIMARY AND SECONDARY INVADERS PROMPTLY, SAFELY, 
WITH NO SIGNIFICANT LOSS OF ORGANISM SENSITIVITY.’ TWO 
FORMS: TRIBURON FOR SKIN AND WOUND INFECTIONS, TRIBU- 
RON-HC (WITH HYDROCORTISONE) TO COUNTER ITCHING AND 
INFLAMMATION AS WELL AS INFECTION. BOTH HAVE ACHIEVED 
IMPRESSIVE CLINICAL RECORDS: 3 EFFECTIVE IN OVER 90% 
OF PATIENTS?25 @ pramatic RESPONSES IN CHRONIC 
CONDITIONS*: © ¢ MICROBICIDAL EVEN AGAINST RESISTANT 
STRAINS OF STAPH. AND STREP.' 4 & VIRTUALLY NON- 
SENSITIZING AND NONIRRITATING2"> STAINLESS, ODOR- 
LESS, “HIGHLY ACCEPTABLE”®S. 

EFFECTIVE THERAPY FOR: IMPETIGO, FOLLICULITIS, FURUN- 
CULOSIS, ECTHYMA, ECZEMA, ACNE, ATOPIC DERMATITIS, 
NEURODERMATITIS, CONTACT DERMATITIS, STASIS ULCERS, 
HYDRADENITIS, SEBORRHEIC DERMATITIS, INFECTIOUS ECZEMA- 
TOUS DERMATITIS, WOUNDS AND LACERATIONS. 


= 


TRIBURON—FOR ALL SKIN AND WOUND INFECTIONS REQUIRING CONSISTENT ANTIBACTERIAL 
ACTION, AND FOR PREVENTION AND TREATMENT OF POST-BURN INFECTIONS. (TRIBURON- 
IMPREGNATED DRESSINGS CAN BE AUTOCLAVED.) 

AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE, IN 1-OZ TUBES AND 
1-LB JARS. 


TRIBURON-HC—FOR INFLAMMATORY AND ECZEMATOID DERMATOSES WHERE ANTI-INFLAMMATORY 
AND ANTIPRURITIC BENEFITS AS WELL AS ANTIBACTERIAL EFFECTS ARE REQUIRED. 
AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE PLUS 0.5 PER CENT HYDRO- 
CORTISONE, IN 5-GM AND 20-GM TUBES. 


REFERENCES: 1. R. J. SCHNITZER, E. GRUNBERG, W. F. DELORENZO AND R. E. BAGDON, ANTIBIOTICS & 

CHEMOTHER., 9:267, 1959. 2. R. C.V. ROBINSON, ANN. NEW YORK ACAD. SC., 82:(ART. 1), 144, 1959. 

3. E. EDELSON, E. GRUNBERG, A. D. CALABRESE AND T. V. MORTON, IBID., P. 124. 4. P. L. WILLIAMS, IBID., P. 135. 
5. F. T. BECKER AND J. L. TUURA, IBID., P. 131. 6. S. M. BLUEFARB, IBID., P. 119. 


TRIBURON® CHLORIDE — N,N’- BIS[1 - METHYL - 3 -(2,2,6 - TRIMETHYLCYCLOHEXYL) PROPYL] -N,N’- DIMETHYL- 1,6 - HEX- 
ANEDIAMINE BIS (METHOCHLORIDE) 


ROCHE LABORATORIES « DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10, N. J. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’* (meprobamate) now available 


in 400 mg. continuous release capsules as 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
— one — with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Mepfrospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 
QwALLACE LABORATORIES, New Brunswick, N. 7. 
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A TRUE “TRANQUILAXANT” 


relaxes skeletal muscalieve 
| spasm so the 
can continue to wim 


Clinical experience shows that Trancopal iam 
able your patients with low back pain tim 
going strong. Lichtman! reports that 310% 
331 patients treated with Trancopal oft 
satisfactory relief. These patients were sul 
from low back pain, stiff neck, postopamm 
muscle spasm or other skeletal muscle $ 
associated with trauma, bursitis, osteoart 
and rheumatoid arthritis. Mullin and Epit 
reported that Trancopal brought relief to all of 
patients with skeletal muscle spasm. Inf 
patients, who had suffered from trauma, burs 


rheumatoid arthritis, osteoarthritis, and int Low be 
tebral disc syndrome, the effect of Trancopal™@ Neck ; 
“excellent and prompt Gruenberg’ @ Bursiti 
tained marked relief with Trancopal in 258 of — 


patients with low back pain, torticollis, art 
and other conditions associated with si 
muscle spasm. Moderate relief was obtaine 
an additional group of 28 patients. Trancopd 
a true “‘tranquilaxant” because “‘It combines! 
properties of tranquilization and skeletal ms : 
relaxation with no concomitant change in noms, oct, ; 
consciousness."* Side effects have been 
minor — and in no case were they serious en 

to warrant discontinuing the use of Trance | 
“Trancopal is exceptionally safe for clinical ust vith 
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ty and tension so the patient can carry on 


Trancopal is also an effective agent for patients in anxiety and tension states. Accord- 
ing to recent clinical reports,!.5 it calms the patients but allows them to continue their 
work or other activity. Indeed, Lichtman found that his patients with anxiety ‘‘. . . were 
in many instances able to continue their normal activities where previously they had 
been considerably restricted . . .'"! He observed that Trancopal brought good to excel- 
lent relief to 114 of 120 patients in anxiety states. Ganz,5 who noted good to excellent 
relief in 32 of 35 patients with globus hystericus, and in his entire series of 100 patients 
in anxiety or tension states, comments: ‘‘Chlormethazanone [Trancopall, by relieving 
the psychogenic symptoms, allows the patient to use his energies in a more productive 
manner in overcoming his basic problems.'’® 

Relieves dysmenorrhea — Trancopal has also proved to be a useful medication in the 
treatment of patients with dysmenorrhea,!:*:* probably producing its effect ‘“‘. . . by 
means of a combination of muscle relaxant and tranquilizing actions.’’4 


Indications 

Musculoskeletal disorders Psychogenic disorders 
ind int Low back pain (lumbago) Ankle sprain, tennis elbow Dysmenorrhea 
ancopal Neck pain (torticollis) Osteoarthritis Premenstrual tension 
enberg’ @ Bursitis Rheumatoid arthritis Anxiety and tension states 
| 258 of 3 Fibrositis Disc syndrome Asthma 
lis, arthig Myositis Postoperative muscle spasm Angina pectoris 
ith sk Alcoholism 
— Dosage: Adults, 100 or 200 mg. orally three or How Supplied: Trancopal Caplets® 100 mg. 
dar sd four times daily. Relief of symptoms generally (peach colored, scored) and 200 mg. (green 
eras occurs promptly and lasts from four to six hours. colored, scored), bottles of 100. 
leta “ag 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 2. Mullin, W. G., and Epifano, Leonard: Am. Pract. & Digest Treat. 
Ze in Ne | Oct., 1959. 3, Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 


een few a S.E: J. Indiana M. A. 52:1134, July, 1959. 6. Stough, A. R.: J. Oklahoma M. A. 52:575, Sept., 1959. 
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clinical reports on anxiety show 


quiets the psyche but leaves the patient alert 


*«... TRANCOPAL is a most valuable drug for relieving tension, 
apprehension and various psychogenic states.’’5 
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Maximal Absorption 
Acid stable, highly soluble 


Maximal Blood Levels 


Maximal Flexibility 

May be administered without regard to meals. 
However, highest absorption is achieved 

when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


DOSAGE: For moderately severe conditions, 125 to 250 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. 


NOTE: To date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 
in 60 cc. bottles. 


a 


penicsttin V potassium, Fast 
penicillin ¥ potassium, Non-Fast 


AVERAGE SERUM LEVELS Mcg./Mi. 


*Based on 3294 individual serum antibiotic deter- 
minations. Complete details available on request. 


MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


New York 17, 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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STOP DIARRHEA 


from all points... growing evidence favors a 
FUROXONE 


= Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) # Convenient TABLETs, 
100 mg. #® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses), 


‘WIFT RELIEF OF SYMPTOMS 


NTROL OF “PROBLEM” PATHOGENS 
esistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


N ORMAL /BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilia¥or staphylococcal overgrowth) 


: From a Large Midwestern University: FUROXONE Controls Antibiotic- 
; Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
- fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
' rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
: Furoxone “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 

Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


“HE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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(PHENOBARBITAL AND NATURAL BELLADONNA ALKALOIDS) 


Barbidonna Barbidonna Barbidonna 
Ingredient Elixir & Tablets No. 2 Tablets D.A. Tablets 
Per Tablet Per Tablet 

Phenobarbital Y%gr.(16mg.) % gr. (16 mg.) 
Hyoscyamine Sulfate 0.1286 mg. 0.1286 mg. 0.1286 mg. 
Atropine Sulfate 0.0250 mg. 0.0250 mg. 0.0250 mg. 
Hyoscine Hydrobromide 0.0074 mg. 0.0074 mg. 0.0074 mg. 

Barbidonna D.A. tablets in a.c. dosage release the alkaloids immediately 


before the meal and phenobarbital after the meal. 
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NEW FROM 


SEARLE 


TANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 


just pour powder add cool water 
from slowly... 
one packet at’s instantly mixed 


all the advantages of 
smoothage therapy in 
the relief and correction 


of constipation Pri 
« 
each packet is equivalent to stimulates normal peristalsis convenient, premeasured- vir 
one rounded teaspoonful of ° dose packets 
Metamucil powder induces natural elimination © 
e delightful mild lemon flavor con 
promotes regularity 
INSTANT MIX METAMUCIL 
keeps stools soft and vid 
easy to pass 16 Packets 
sed, 
avoids harsh laxatives or 
purgatives 
Ea 


GS. DB. SEARL Ce... Chicago 80, Illinois fun 
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win NEOMycin 


Prompt and more dependable control of | DONNAGEL: In each 30 ce. (1 A. o2.): 


: ‘ : Kaolin (90 6.0 Gm. 
virtually all diarrheas can be achieved with the Pectin (2 SY.)eccscccccsssessesse 142.8 mg. 
° ‘ Hyoscyamine sulfate ........ 0.1037 mg. 
comprehensive DoNNAGEL formula, which pro- Atropine sulfate ............... 0.0194 mg. 


vides adsorbent, demulcent, antispasmodic and Hyoscine hydrobromide ....0.0065 mg. 


Phenobarbital (14 gr.)........ 16.2 mg. 
sedative effects—with or without an antibiotic. 


Early re-establishment of normal bowel Same formula, plus 
i Neomycin sulfate .............. 300 mg. 
function is assured—for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS CO., INC., Richmond 20, Virginia * ethical pharmaceuticals of Merit since 1878 
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In Ulcerative Colitis extensive clinical experience confirms 


BRAND OF SALICYLAZOSULFAPYRIDINE 


to be 


a cornerstone 
in today’s management 
of this distressing 


disease. 
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Broad margin of safety. Vir- 


DISRUPTS tually no drowsiness. Over 
a quarter century of successful 

clinical use. Alurate is effec- 
TREATMENT tive by itself and compatible = 


with a wide range of other drugs. 


To avoid barbiturate identifica 
tion or abuse, Alurate is avai- 


able as Elixir Alurate (cherry-red) 


and Elixir Alurate Verdum 
(emerald-green). 
Adults: 4% to 1 teaspoonful of either 


Elixir Alurate or Elixir Alurate 

Verdum, 3 times daily. 

ALURATE®—brand of aprobarbital 
TEN SI 0 N ROCHE LABORATORIES 
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Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 

SULFASUXIDINEg@ (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SUL ARE OF MERCK & CO., ING, 
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lightning 
snatcher" 


needn’t be grounded for long, 
Once you prescribe 


PARAFON 


(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 


Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 


Each ParAFon tablet contains: 

PARAFLEX® Chlorzoxazone+ 

The low-dosage skeletal muscle relaxant 
TyYLENOL® Acetaminophen 

The superior analgesic in musculoskeletal pain 
Dosage: Two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON 


with Prednisolone 


Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chlorzoxazonet 125 mg., TyLENoL® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. 

Dosage: One or two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, buff colored, bottles of 36. 
Precautions: The precautions and contraindications that apply 
to all steroids should be kept in mind when prescribing 
PARAFON WITH PREDNISOLONE. 


*electrical lineman +U.S. Patent Pending 


(McNEIL) 


McNeil Laboratories, Inc Philadelphia 32, Pa. 
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relieves both stiffness and pain with safety... sustained effect 


NOTABLE SAFETY—unusually low toxicity; no known contraindications: 
side effects are rare; drowsiness may occur, usually at higher dosage. 


RAPID ACTION—starts to act quickly. 
SUSTAINED EFFECT—relief lasts up to 6 hours. 
EASY TO USE—usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime. 


Supplied 
as white, coated, 350 mg. 
tablets, bottles of 50. Also 
available for pediatric use: 
250 mg. orange ca, 
bottles of 50. 

(carisoprodol Wallace) 


AF" wattace LABORATORIES, New Brunswick, New Jersey Literature and samples on request 
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in gastroenteritis 


COMPAZINE*® 


brand of prochlorperazine 


stops nausea and vomiting promptly— 


usually during the first day of therapy? often after 
a single dose. Concomitant calming effect relaxes 
your patient. Side effects are minimal in the 


recommended dosage range. 


A dosage form for every antiemetic need: 
Tablets, Spansule® capsules, Ampuls, 


patients! 


ee ’s nothing like 


BIVAM to protect 
health 


Viti 
4 | 


Dose of three BIVAM tablets provides: 


fais Bioflavonoid Compound* . 100 mg. 
Meeebic Acid (C) . . . . . 100 mg. 
Meum Lactate. . ... . 1 Gm. 
Gluconate .. . 200 mg 
A . . 6000 U.S.P. Units 
igmin D . . 600 U.S.P. Units 
Thiomine Mononitrate 3 mg. 
Bboflavin (B.) . 3 mg. 
ine HC! (Bo)... 3 mg. 
Vitornin Bis concentrate) 3 mcg. 
5 mg. 
5 mg. 
0.5 mg. 
1 mg. 


1 Int. Unit 


0. 
0. 
0.1 


istains the many active bioflavonoid factors of the specially _ 
secessed water-soluble bioflavonoid complex from citrus. 


TABLETS 

the new third dimension 

prenatal protection 
hioflavonoids 

pS... multiple vitamins 

aid... multiple minerals 


(phosphorus-free calcium). 


supplied: 
Bottles of 100, 300 
and 1000 tablets. 
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“the G-I tract 

is the 
barometer 

of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 
synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 
gastrointestinal tract. 


Change 


SEDATIVE ANTISPASMODIC 
20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B 


CHARLES & COMPANY, Richmond, Virginia 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 
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Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 

i overlooked in solving diag- 
nostic quandaries is amebiasis. 

Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by EF. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.* 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 
1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. ASSENGILL COMPANY 


BRISTOL, TENNESSEE 


NEW YORK KANSAS CITY SAN FRANCISCO 
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For restoring 
and stabilizing 
the intestinal 
flora 


LACTINEX 


Mixed culture of Lactobacillus acidophilus and bulgaricus with metabolic enzymes naturally produced, 
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TABLETS 
_ For gastrointestinal distu 

diarrhea (antibiotic induced and others) : 
fever blisters and canker sores of \ 


origin. 


Usual dosage for adults and ch 
Four tablets or one packet of granules 
and swallowed four times a day. 


Supplied: Tablets in bottles of fifty—Granules is 
boxes of twelve one gram packets. : 


(1) Siver, Robert H.: Current Medical Digest, Vol. XXI, No. on ‘ 
ber 1954. (2) McGivney, Jobn: Texas State Journal of Medicine, V0 

No. 1, January 1955. (3) Frykman, Howard M.: Minnesota Mets | 
Vol. 38, No. 1, January 1955. (4) Weekes, D. J.: N. ¥. State Joand 
Medicine, Vol. 58, No. 16, August 1958. 


HYNSON, WESTCOTT & DUNNING, INt 
Baltimore, Md. 
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Perineal Prostatectomy for 
Conservative Enucleation: 


JASPER H. ARNOLD, M.D.,t Houston, Tex. 


The author gives a detailed account of his method of doing this operation. 


IN SEXUALLY ACTIVE MEN needing prostatec- 
tomy I use the transurethral resection. How- 
ever, if the patient is seriously debilitated or 
sexually inactive, and I find a sizeable num- 
ber of individuals in this group, I prefer the 
perineal prostatectomy. 

In spite of the fact that, once mastered, the 
perineal prostatectomy is a simple and speedy 
procedure carrying minimum morbidity and 
mortality rates, it is a much maligned opera- 
tion. One reason for this, perhaps, is that de- 
scriptions of the technic as they appeared in 
the earlier literature utilize terminology un- 
familiar to the modern urologist and in some 
cases are actually inaccurate. Little has been 
written on the subject of late. 


Technic of the Operation 


The secret of the operation lies in correctly 
understanding the relationships listed below, 
and I am doubtful if any article on perineal 
prostatectomy has ever previously presented 
them: 

First of these is the relation of the levator 
ani to (a) the triangular ligament which lies 
below it, and (b) to the prostate which lies 
above it. Second is the relation of the anterior 
portion of the levator ani to the rectum, and 
third is the relation of the rectum to the pros- 
tate with the patient in the perineal position. 


Before coming to the detailed description 


“Read before the Section on Urology, Southern Medical 
Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 


+From the 
of Medicine, Urology, Baylor University College 


of these relationships, I would like to describe 
the first steps in the operation which are ex- 
ceedingly pertinent to its correct performance. 

The apex of the skin incision lies one and a 
half inches anterior to the center of the anus. 
Each limb of this incision must extend back- 
ward to end just inside the respective ischial 
tuberosity on a transverse line level with the 
center of the anus. This is necessary to give 
the operator ample room. The subcutaneous 
fat is incised until muscle fibers are seen in 
the midline, but the bulb is not dissected out 
as suggested by some authors. 

Using the point of a sharp hemostat and 
utilizing Hilton’s maneuver, one _ breaks 
through the subcutaneous fat and fascia cover- 
ing each ischiorectal fossa, midway between 
the apex and the posterior limit of the inci- 
sion on each side. Each ischiorectal fossa is 
developed by blunt dissection with the ap- 
propriate index finger until the tip of each 
finger can palpate the lateral side of the 
apical portion of the prostate which can be 
easily felt through the thin overlying levator 
muscle. When the fingers are withdrawn the 
central tendon of the perineum is seen medi- 
ally with the ischiorectal fossas on each side 
(Fig. 1). 

One then breaks through the median fascial 
raphe (the central tendon) external to the 
underlying muscles, using a rotary motion of 
first one finger and then the other. This iso- 
lates the central tendon of the perineum 
which can then be divided by a sharp instru- 
ment (Fig. 2). 


533 


oduced, 
ULE 
others), 
of herpe | 
chile 
ules che 
ranules i 
ts. 
Jor 
ING, 
= 


534 


CENTRAL 
TENDON 


With the cutting edge of the knife blade 
directed medially and forward, the decussat- 
ing muscle fibers of the perineum which now 
present, are divided (Fig. 3). 

Now we come to the description of the an- 
atomic relations mentioned previously which 
are so important. Presenting in the midline 
(Fig. 4) is the undersurface of a portion of the 
anterior part of the levator ani muscle as it 
sweeps forward to pass above the triangular 
ligament toward its insertion. Just anterior to 
the posterior edge of the triangular ligament 
the levator splits to form the interlevator cleft 
which allows passage of the urethra. The new- 
ly formed right and left limbs of the levator 
muscle then continue on anteriorly to insert 
into the inside of the pubic symphysis. 
Anterior to the posterior edge of the triangu- 
lar ligament (which posterior edge consists of 
the superficial transverse perineii) the upper 
surface of the levator lies in relation to the 
apex of the prostate, while the under surface 
of the levator rests on the triangular ligament 
to which it is related by intimate muscular 


FIG. 2 
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DECUSSATING 
FIBERS | 


5 


connections. Posterior to the superficial trans- 
verse perineii (posterior edge of triangular 
ligament) the upper surface of the levator lies 
in relation to the muscular wall of the rectum, 
and here intermingling of muscle fibers makes 
the two muscles well nigh indistinguishable. 
The under surface of the levator at this level 
relates to the decussating muscle fibers of the 
perineum and more superficially is the central 
tendon. 

Medially, a centimeter or so from its pos- 
terior edge, the triangular ligament relates to 
the extreme apical portion of the prostate, 
and at near this level the rectum leaves its 
intimate association with the levator and 
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FIG. 5 
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turns slightly backwards, and its anterior wall 
now follows the posterior aspect of the pros- 
tate and seminal vesicles, separated from them 
only by the two layers of Denonvilliers’ fascia. 

As seen in figure 5 (from an autopsy speci- 
men photographed to show the relations as 
they appear in the perineal position) the rec- 
tal wall here extends fibers to the posterior 
leaf of Denonvilliers’ fascia which intimately 
connects these structures and renders blunt 
separation susceptible to rectal tears. 

Reference to figure 6 demonstrates that 
while the posterior leaf of Denonvilliers’ fascia 
is connected closely to the rectum and the 
anterior leaf to the prostate, the two adjacent 
surfaces of this fascia are completely free of 
each other much as are the two adjacent sur- 
faces of the tunica vaginalis. Thus, a horizon- 
tal incision through the posterior Denon- 
villiers’ fascia over the apex of the prostate 
frees the rectal wall to fall away without 
danger of injury. 

Because the wall of the rectum disengages 
from its intimate association with the forward 


FIG. 6 
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sweeping portion of the levator and first asso- 
ciates itself with posterior Denonvilliers’ fascia 
near the presenting posterior edge of the tri- 
angular ligament (just behind the extreme 
apical portion of the prostate) it is at this 
point that the apex of the prostate can be 
reached through the perineum without injury 
to the rectum posteriorly or to the urethral 
sphincter anteriorly. It should be emphasized 
that this approach is not through the perineal 
body but through the levator ani. There is no 
real counterpart of the female perineal body 
present in the male, and if it were incisions 
through it would be dangerous to the urethral 
sphincter, because the area which most closely 
resembles the perineal body in the male close- 
ly approximates the urethral sphincter, while 
in the female it is separated from the urethra 
by the vagina. 

Now to return to the technic of the opera- 
tion, let me say that it is not difficult to de- 
lineate this optimum point of approach to the 
apex of the prostate if the following proced- 
ure is followed. 

After the decussating fibers have been cut 
as demonstrated in figure 3, and the longi- 
tudinal fibers of the levator exposed (Fig. 4), 
it will be apparent to the operator where the 
longitudinal levator fibers meet the transverse 
fibers of the urogenital diaphragm. Firm pres- 
sure with the handle of the knife held hori- 
zontally, just back of the presenting posterior 
edge of the transverse perineii (Figs. 7 and 8), 
and in the midline of the levator will easily 
open the medial fibers of the levator down to 
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the posterior surface of the prostate and just 
in front of the apex of the reflection of the 
rectum. The most apical portion of the pros- 
tate is now covered only with the two layers 
of Denonvilliers’ fascia and (when present) a 
thin longitudinal muscle, the true recto- 
urethralis muscle of Roux. 


As illustrated in figure 9, this opening de- 
veloped by blunt dissection for all practical 
purposes extends backwards the interleva- 
tor cleft previously mentioned. 

The rectal wall is still held in place in its 
reflected position extending to near the area 
one wishes to incise (over the apex of the 
prostate). At this point it is necessary to place 
the finger in the rectum. One should not push 
the finger into the reflection of the rectum 
which emphasizes the relation one desires to 
de-emphasize. Rather, using the ball of the tip 


FIG. 9 
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FIG. 10 
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MAY BE ABSENT OR 
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of the left index finger, the rectal wall should 
be firmly compressed against the base of the 
prostate which is being steadied by the assist 
ant holding Lowsley’s retractor in the urethra. 
One will see that the natural result of such a 
maneuver is for the finger to slip off the base 
of the prostate upwards, thus exerting con- 
stant tension on the reflected rectal wall away 
from the area one wishes to incise. As the hori- 
zontal incision is now made in the medial 
fibers of the levator, the apex of the reflected 
rectum falls away a little with every stroke, 
and by the time one has reached and incised 
the posterior Denonvilliers’ fascia, the rectum 
has been retracted sufficiently to avoid injury. 
The first small incision in the dull appearing 
posterior Denonvilliers’ fascia is heralded by 
the appearance of the brightly shining surface 
of anterior Denonvilliers’ fascia (Fig. 10). 

The Metzenbaum scissors are then inserted 
between. the two layers of Denonvilliers’ 
fascia, and by extending the incision laterally 
on both sides in the posterior Denonvilliers’ 
fascia and including the overlying medial 
fibers of the levator (Fig. 11), the rectum is 
completely freed and can be retracted out of 
the way. 


FIG. 11 


Ae 
LEVATOR 


MAY 1960 
FIG. 8 
= 
> 
\ 


1960 


ERS' 


ALIS 


troke, 
ncised 
ectum 
earing 


VOLUME 53 PERINEAL PROSTATECTOMY FOR CONSERVATIVE ENUCLEATION—Arnold 537 
FIG. 12 FIG. 14 
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PROSTATIC 
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The apex of the prostate is now exposed 
(Fig. 12). 

Contrary to the assertions of one author, I 
find no morbidity attends the lateral incision 
of the medial portions of the levator at this 
level, even when extended widely. Now an in- 
verted V-incision is made in the capsule of the 
prostate (Fig. 13) with the apex of the V 
approximately one-fourth inch from the tip of 
the apex of the gland. This incision can be 
extended backwards with impunity, but for- 
ward extension may result in temporary in- 
continence of varying degrees. 


FIG. 13 


Being always careful to find and stay in the 
cleavage plane between adenoma and capsule, 
the adenoma is enucleated by blunt and sharp 
dissection. Figure 14 illustrates the initial step 
in the enucleation by the insertion of the 
Metzenbaum scissors in the cleavage plane. 
Figure 15 illustrates the removed adenoma on 
Young’s prostatic retractor. Very little bleed- 
ing is usually seen. In figure 16 the capsule is 
being retracted with instruments after the re- 
moval of the adenoma. The bladder neck 
from which it was removed is seen in the 
depths of the wound. Figure 17 which depicts 
a side view in the photograph in figure 16, 
may help in orientation. 
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Using the boomerang needle, hemostatic 
sutures are placed in the bladder neck at 5, 7, 
and 12 o'clock as demonstrated in figure 18, 
the bladder neck being pulled completely out- 
side the capsule for its demonstration. The 
two ends of each hemostatic suture are left 
long to be used in the closure of the capsule. 
Other hemostatic sutures may be placed as 
needed, but often these three sutures are the 
only hemostatic sutures necessary from skin to 
skin. 

The long ends of the No. 1 plain suture 
used on the bladder neck are brought out the 
capsule, well lateral to the capsular incision as 
indicated in figure 19. One should note that 
the two strands of the suture at 12 o’clock are 
widely separated, while the two strands of the 
sutures at 5 and 7 o'clock come out together. 
A No. 24, 30 cc. bag Foley catheter is inserted 
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into the bladder passing between the two 
strands of the suture at 12 o'clock. 


Just before closure of the capsule the ap- 
pearance is as in figure 20. In this figure the 
apex of the capsular incision has not been 
brought into place. This is now accomplished fa 
by the placement of two or three plain 0 su- 
tures and then the long ends of the suture at 
5 o'clock are tied snugly across the midline to 
the long ends of the suture at 7 o'clock, thus 
reinforcing the capsular closure and obliterat- 
ing dead space. The two strands of the 12 
o'clock suture are tied together snugly across 
the midline completing the closure. A small 
Penrose drain is placed in the wound, and the 
skin closed with interrupted silk. No approxi- 
mation of the levators is necessary nor desir- 
able. No subcutaneous sutures should be in- 
serted. After the patient is taken out of the 
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FIG. 20 


SUTURE FROM 
VESICAL NECK 
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operative position, the wound is compressed 
together naturally and the rectum fills out 
with gas returning attached structures to nor- 
mal position. If the procedures described have 
been done correctly, healing will be perfect. 
Reentry into the perineum of such a patient 
after months or years will astonish the opera- 
tor with its approach to normal muscular and 
fascial planes. 

The patient can be out of bed in a day or 
two after the operation. The Penrose is re- 
moved in four days and the catheter on the 
tenth. If, for any reason, the patient desires to 
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go home and the family is able to care for him 
with any intelligence, he may be discharged 
on the fourth or fifth postoperative day and 
the catheter removed in the office. 


A review of the last 100 perineal prostatec- 
tomies I have done reveals the average age of 
the patients to be approximately 70 years, and 
although it was not always “moonlight and 
roses” in every case no postoperative deaths 
occurred, no rectal injuries resulted, and in- 
continence has not been a problem. To the 
residents I heartily recommend that one 
familiarize himself with this operation.” To 
those of you already in practice and who are 
not doing the perineal operation and who 
wish to explore alternate methods of accom- 
plishing prostatectomy, let me recommend 
this perineal approach as an extremely satis- 
factory procedure to doctor and patient alike. 


Summary 


An anatomic description of the steps fol- 
lowed in a modified version of Young's 
perineal prostatectomy is given with sugges- 
tions as to how to avoid rectal injury and 
incontinence. 
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Leiomyoma and Leiomyosarcoma 


of the Stomach 


JOHN E. SKANDALAKIS, M.D., STEPHEN W. GRAY, Ph.D., and 
DUNCAN SHEPARD, M.D..,t Atlanta, Ga. 


The authors have reviewed a group of these tumors with an analysis of symptoms, 
diagnosis and prognosis. The possibility of malignant changes in a benign tumor is brought out. 


SMOOTH MUSCLE TuMors of the stomach, once 
considered quite rare, have been recognized 
with increasing frequency in recent years. In 
1938, Chaffin! reported 363 cases of these 
tumors since their discovery in 1762 by 
Morgagni. Skandalakis, Gray and Shepard? 
have collected 637 additional cases from 1938 
to 1958. 


Over the past 18 years (1942-1959) there 
have been 17 cases of benign and 9 cases of 
malignant smooth muscle tumors of the 
stomach seen in Atlanta hospitals. The rela- 
tive infrequency of these tumors together with 
the absence of definite pathognomonic signs 
and symptoms does not predispose to correct 
diagnosis. It is still true that if the surgeon 
has not thought of the possibility of a par- 
ticular disease, he will never diagnose it. It 
is for this reason that we are presenting a 
series of cases of these tumors which, while 
not common, occur often enough to warrant 
consideration in surgical practice. 

The terms leiomyoma and leiomyosarcoma 
are used throughout this paper to designate 
benign and malignant tumors of smooth 
muscle origin. Some authors have used other 
terms such as “myosarcoma,” “gastric sar- 
coma,” and “malignant leiomyoma” for the 
malignant tumors. 


Incidence 


The 17 benign and the 9 malignant tumors 
are summarized in table 1. Ten of the benign 
and 4 of the malignant tumors occurred in 
men, an atypical sex distribution. In a review 
of the literature, leiomyomas had a nearly 


+¥From the Departments of Surgery of The Piedmont Hospi- 
tal, Emory University Hospital, Georgia Baptist Hospital, 
Grady Memorial Hospital, Crawford W. Long Hospital, and 
St. Joseph’s Infirmary; and the Department of Anatomy, 
Emory University, Atlanta, Ga. 


540 


equal incidence between the sexes, and the 
leiomyosarcomas showed a strong prepond 
erance among men.? This serves to remind 
one of the danger of drawing conclusions 
from small, local series. There may he 
geographic differences (unknown in this in 
stance) or, more probably, merely an inade- 
quate number of cases. 

Racial differences are not known. Two of 
our patients with malignant tumors were 
colored; although such tumors have rarely 
been reported in Negroes, there is no reason 
to believe that they are less commonly af- 
flicted than are other races. 


Our youngest patient (No. 3) was 18 year 
old presenting with an acute abdomen be 
cause of torsion and gangrene of the benign 
tumor which was 5 cm. in its largest diameter. 
(A leiomyoma has been reported by Golden 
and Stout? in a boy of 2 years.) Our oldest 
patient (No. 20), at the age of 80, had an 
asymptomatic leiomyosarcoma which had 
reached 17 cm. in its greatest diameter. Only 
2 other patients past 80 have been reported 
with the malignant form of the tumor, a: 
though 7 in this age group have had the 
benign form. 

Of the benign tumors, 3 were in the fundus 
7 were in the body, and 6 were in the antrum 
or pyloric region. One was unspecified. 
Seven were endogastric or submucosal; 5 wert 
exogastric or subserosal, and the remainder 
were intramural. Among the malignant 
tumors, 4 were exogastric, 2 were endogasttit, 
one was intramural, and one was unspecified. 
One (No. 25) occupied the entire les 
curvature, 4 were in the gastric body, 2 wet 
in the cardia, one was in the fundus, and one 
was unspecified. Figure 1 shows the dist 
bution of both benign and malignant tumos 
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FIG. 1 


17 CASES OF LEIOMYOMA 9 CASES OF LEIOMYOSARCOMA 


PLUS ONE NOT SPECIFIED PLUS ONE NOT SPECIFIED 


Location of smooth muscle tumors in the stomachs of 26 
Atlanta patients. 


Signs and Symptoms 


There are no certain criteria of this disease, 
the most frequent signs and symptoms being 
hemorrhage, pain and palpable mass. 

In the present series, melena was reported 
in 10 cases, in one of which (No. 16), it was 
attributed to hemorrhoids rather than to the 
upper gastrointestinal tract. In this instance, 
although a mass was also present, it was con- 
sidered to be a pancreatic cyst. Severe anemia 
was noted in one additional case and moder- 
ate anemia in 5 others where no frank 
bleeding was found. Nearly half of all pa- 
tients with smooth muscle tumors may be 
expected to show some anemia. 

Seven patients had varying degrees of pain 
or discomfort, while 8 demonstrated a 
palpable mass. One of these, a leiomyoma in 
the antrum, was only 2 cm. in diameter. One 
leiomyosarcoma (No. 19) was 29 by 22 by 12 
cm. and had produced pain for only one week. 
This tumor ranks among the largest reported.” 

In no single case of either tumor were 
bleeding, pain and mass all present. In 3 
cases anemia was the sole complaint; in 3, 
melena; in 2, pain; and in 2, the palpable 
mass was the only indication of the presence 
of a tumor. 

Four of the tumors were discovered ac- 
cidentally—one (No. 9) incidental to an oper- 
ation for a duodenal ulcer which had been 
present for 12 years, and one (No. 8) inci- 
dental to a gallbladder operation. A third 
patient (No. 18) died of hemorrhage without 
operation from a small, previously silent, 
polypoid leiomyosarcoma. The fourth patient 
had a large leiomyosarcoma found on autopsy 
following death from pulmonary embolism. 
His chief complaint had been cold feet! 


MAY 1960 


Twelve of our patients had symptoms 
which had lasted one year or less. Seven had 
symptoms of longer duration. The longest 
period was 12 years in 2 cases of leiomyoma, 
Only one leiomyosarcoma (No. 24) had pro. 
duced symptoms (palpable mass) for more 
than a year. In 5 cases the onset of symptoms 
could not be determined, and in 2 of the $ 
cases discovered by accident, there had been 
no symptoms. Thus, 12 out of 20 (60%) with 
symptoms came to operation within one year 
or less. This is slightly more than the 473% 
of 166 cases from the literature for which time 
of onset was known.? 


Radiologic Picture 


The x-ray picture was negative in 3 cases, 
one benign and 2 malignant; in a fourth case, 
death occurred on the second day of hospi- 
talization before radiographs could be taken, 
In 2 cases of accidental discovery no radio 
logic examination was done. One instance 
(No. 20) was found only on autopsy, and oné 
(No. 3) at an emergency operation. The re- 
mainder showed some evidence of their tumors 
on x-ray study. In one of our patients (No. 
26) radiologic examination had been negative 
two months prior to an operation for ex- 
ploration and biopsy which showed inoperable 
leiomyosarcoma (Fig. 8). Symptoms had been 
present for only 4 months before operation, 
and the patient died one month later. 

Gastroscopy was performed in one patient 
in this series (No. 2). Radiologic examination 
had detected a deformity of the lesser curva- 
ture, and gastroscopy had confirmed it and 
led to a correct diagnosis of leiomyoma. We 
believe this tool should be used more often. 


Pathology 


Leiomyomas are usually of a firm, rubbery 
consistency and may be quite hard on pak 
pation. Their origin may be from the musa 
laris mucosae or the muscularis externa. The 
smooth muscle of blood vessels of the gastri¢ 
wall may possibly be involved. Ulceration is 
common. 

A typical case (No. 16) is shown radic- 
graphically in figure 2, grossly in figure 3, 
and microscopically in figures 4 and 5. One 
patient (No. 15) had a large, exogasttic 
leiomyoma which had calcified (Figs. & 
and 7). Calcification occurs in less than 2% 
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FIG. 2 


(Case 16) Leiomyoma. Typical lesion; exogastric, from 
greater curvature, 11 cm. in diameter. 


of benign smooth muscle tumors and is even 
less common in the malignant type. 
Leiomyosarcomas are softer than the benign 
tumors and may be solid or cystic. They 
ulcerate with equal frequency. They are less 
frequently encapsulated and tend to be 
larger. In 4 of our 9 cases the tumor was over 
15 cm. in greatest diameter. Figure 8 shows 
the x-ray appearance of a typical malignant 
tumor (No. 26), and figures 9 and 10 show 


FIG. 3 


(Case 16) Leiomyoma, gross specimen. 
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FIG. 4 


(Case 16) Leiomyoma. Low power (x 160) photomicro- 
graph. 


the microscopic picture of the primary tumor, 
and its metastasis in the liver. 

Perforation. Although perforation may oc- 
cur in either benign or malignant smooth 
muscle tumors,? in none of our patients did 
this happen. An acute abdomen in one case 
of leiomyoma (No. 3) was the result of torsion 
and subsequent gangrene of a pedunculated, 
exogastric leiomyoma. 

Metastases. In 4 patients out of 9 (44.5%) 
with leiomyosarcoma there were metastases 
to the liver (Fig. 10) and hepatoduodenal or 
gastrohepatic ligament, and in one case 


FIG. 5 


(Case 16) Leiomyoma. High power (x 450) photomicro- 
graph. 
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FIGS. 6-10 


» 


> 


6. (Case 15) Leiomyoma. Radiograph of large calcified, pedunculated, exogastric leiomyoma. 

7. (Case 15) Leiomyoma. Low power (x 130) photomicrograph of the calcified tumor. 

8. (Case 26) Leiomyosarcoma. Radiograph of large endogastric tumor which had produced melena and pain for 4 months 
9. (Case 26) Leiomyosarcoma. Photomicrograph (x 130) of primary gastric lesion. 

10. (Case 26) Leiomyosarcoma. Photomicrograph (x 420) of liver metastasis. 


(No. 26), invasion of the pancreas as well. Concurrent Pathologic Changes. One pt 
These results do not agree with the 26.2% of tient with leiomyosarcoma of the stomach 
metastases among 145 leiomyosarcomas re- also had multiple leiomyomas of the uteri 
ported in the literature.? This patient died one day after admission 


Other Findings. Other pathologic changes One patient with leiomyoma had a carcinom 
occurring among the tumors in our series are of the cecum as well. Four patients hal 
shown in table 2. various concurrent lesions: atelectasis, thro 
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TABLE 2 TABLE 3 
PATHOLOGIC CHANGES IN SMOOTH MUSCLE OPERATIVE PROCEDURES 
TUMORS 
Operation Leiomyoma Leiomyosarcoma 
Benign Malignant None oe 3 
Uleration 5 (29%) 3 (33%) ! 8 
Cystic degeneration 1 2 Biopsy with jejunostomy -- 1 
Calcification 1 0 Simple excision 8 —- 
lation 1 0 Wedge resection 2 -- 
Serangu Subtotal gastrectomy 6 2 
bophlebitis, gallstones, and duodenal ulcer. 17 9 
Preoperative Diagnosis Mortality 


Of the benign tumors, 2 were diagnosed 
correctly prior to operation, and in 3 other 
cases a diagnosis of leiomyoma was an al- 
ternative one. One was diagnosed as a leio- 
myosarcoma. In 2 cases the tumor was found 
incidental to other surgical procedures, and 
in one emergency case no preoperative diag- 
nosis was made. 

Of the malignant tumors, 3 were correctly 
diagnosed, and 2 patients died before diag- 
nosis could be made. 

Thus in the 22 cases in which diagnosis 
was made, 8 might be considered correct. 


Operative Procedure 


Leiomyoma. Excision of the tumor, wedge 
or sleeve resection, subtotal gastrectomy and 
total gastrectomy are the procedures available 
for treatment of these tumors. In 8 of the 
cases of leiomyoma, simple excision was per- 
formed. In 2 cases the excision was incidental 
to other surgical treatment during which the 
leiomyoma was discovered. No total gas- 
trectomies were performed, but in one case 
(No. 15) with a large calcified tumor, a 
biopsy was taken. This patient was a 71 year 
old man who had undergone a right colectomy 
for carcinoma of the cecum. His leiomyoma 
was producing no symptoms. 

Leiomyosarcoma. The malignant tumors 
are less readily excised because of their larger 
size and: less frequent encapsulation. No ex- 
cisions were performed in our 9 cases. Three 
died before operation could be attempted, 
one of hemorrhage before the diagnosis could 
be established, and the other 2 of heart dis- 
tase. In 4 cases, a biopsy only was taken; in 
3 of these metastases had occurred. In one 
case a jejunostomy was performed. The 2 
remaining patients underwent subtotal gas- 
trectomy (Table 3). 


Of the 17 patients with leiomyoma, one 
died of ventricular fibrillation the day fol- 
lowing operation. Of the 9 with leiomyo- 
sarcoma, 7 died. One died of hemorrhage 
undiagnosed; one died of a stroke with the 
tumor found only on autopsy. One died 
within one day of admission from a myo- 
cardial infarct. The remaining 4 deaths were 
postoperative, 3 within one month and l, 
four and one-half months later. Of these 
latter deaths, 1 was from anemia and 3 
from metastases. 

Eliminating the deaths from ventricular 
fibrillation, stroke and myocardial infarction, 
the mortality was zero from benign smooth 
muscle tumors, and 5:9 or 55.5% from leio- 
myosarcoma. If over-all deaths are considered, 
7 out of 9 cases of leiomyosarcoma died with 
a mortality of 77.8% (Table 4). 

Such figures can be only approximate. 
Follow-up, to provide 5 year survival rates, 
has been notoriously lacking in this field. In 
our collective review? we found only 94 cases 
out of 320 that had been followed for one 
year or longer. One of our patients (No. 1) 
has been alive and well for 10 years following 
her operation for gastric leiomyoma. This is 
the longest survival recorded, but is probably 
not unusual. Our longest survival following 


removal of a leiomyosarcoma is 9 years 
(Table 5). 


TABLE 4 
MORTALITY 


Leiomyoma Leiomyosarcoma 


(17) (9) 

Died without operation 

Undiagnosed (hemorrhage) — 1 

In extremis 1 

Other unreleated disease 1 
Died postoperative 

Ventricular fibrillation 1 -- 

Anemia — 1 

Metastases 
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TABLE 5 Symptoms and signs are not helpful in 

SURVIVAL TIME many cases. Hemorrhage occurs in a little 

Have Survived (in years) Leiomyoma Leiomyosarcoma more than half of the cases and no other 
10 1 ba single sign is as frequent. Pain is associated 

with hemorrhage in about 20% of leiomy. 

omas and 16% of leiomyosarcomas. A mass 

4 4 “ is usually not palpable unless the tumor ex. 

: : bd ceeds 10 cm. in diameter. All three symptoms 


are rarely present in the same patient; in 
upon within the present year. none of our 26 cases did they toge ther. 
“Silent” tumors are often found on autopsy, 
as was the case in our patient No. 20. His 
; : leiomyosarcoma measured 17 by 14 by 9 cm. 
It is unlikely that smooth muscle tumors of Death was the result of a stroke at the age 
the stomach will be readily diagnosed with- of g9. This was the only smooth muscle 
out new diagnostic tests. tumor found among 4,652 autopsies at Grady 
According to Moore‘ the radiologic charac- | Memorial Hospital from 1947 through 1954. 
teristics of a benign gastric neoplasm, and Golden and Stout? reported 5 leiomyomas 
especially of a leiomyoma, are: the tumor found incidentally at operation and 20 found 
produces a well-defined, rounded “filling de- at autopsy. Méeissner!? found 23 smooth 
fect” in the barium filled stomach; the sur- muscle tumors in 50 stomachs at autopsy in 
rounding gastric mucosa shows intact mucosal _ patients between the ages of 30 and 78 years 
folds which end sharply at the edge of the with no history of stomach disease. 


tumor, and a niche at the apex of the tumor In one case (No. 16) there were two benign 
is an important radiologic sign denoting smooth muscle tumors in the stomach. Mul- 


ulceration. Moore observes that the filling tiple benign tumors have been reported 
defect of leiomyoma is circumscribed and previously, but they are rare.13-15 


punched-out in appearance and usually leaves 
the curvatures regular and pliant. Little or 
no disturbance of peristalsis or retention is 
evident except when the tumor is situated 
near the pylorus. Obviously these observa- 
tions will only apply to endogastric tumors. 
Baker and Good® and Davidson® point out 
that radiologic methods do not distinguish 
between various types of gastric tumors, par- 
ticularly between benign and malignant. 
Abrams? has suggested the use of the words 
“probably benign’ on x-ray reports. Nega- 
tive radiologic pictures have been reported 
even when malignant tumors were over 15 
cm. in diameter*§ and one benign tumor 22 
by 15 by 10 cm. is recorded as not having 
been seen upon x-ray examination.® 


Discussion 


The problem of possible malignant change 
of smooth muscle tumors is illustrated by one 
of our patients (No. 17). The case was a leio- 
myoma of the antrum showing sarcomatous 
changes. The tumor was polypoid with several 
discrete nodules. Such tumors have been re- 
ported occasionally and, as in the present case, 
with no metastases.1*18 The absence of 
metastases does not invalidate the diagnosis, 
as leiomyosarcomas are of low malignancy, 
and only about one quarter of them have 
metastasized by the time they are detected. 
It is possible that diagnosis has often been 
based upon slides from only one portion of 
the tumor, especially when it is large, and 
that more extensive sampling would have 


Schindler and Letendre” provided the firs. more sarcomatous changes of beniga 
gastroscopic description of a smooth muscle  ‘¥™mors than we presently observe. 
tumor in 1942. Since then, 20 leiomyomas Golden and Stout* have thought that cleat 
and 15 leiomyosarcomas have been observed _ differentiation between benign and malignant 
by this method. In only one instance" has it smooth muscle tumors is lacking, and they 
been used where the radiologic picture was | mention metastases from histologically benign 
negative. In the one case in our series tumors from the older literature.’ Dixon and 
(No. 2) where this technic was used, it proved Kratzer?° reported a leiomyosarcoma 
valuable in clarifying a questionable radio- | curring in the stump of a stomach 23 yeals 
logic diagnosis. after a subtotal gastrectomy for leiomyoma 


| 
4 
| 
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We have recently seen a patient who had 
three operations elsewhere for removal of a 
recurring benign leiomyoma from the rectum 
and who now has a leiomyosarcoma in the 
same region. The previous diagnosis of leio- 
myoma with no evidence of malignancy was 
confirmed from the earlier slides. We believe 
that, though rare, such malignant changes 
may occasionally take place. 


Summary 


1. Seventeen cases of benign and 9 cases 
of malignant smooth muscle tumors of the 
stomach from Atlanta hospitals are reported. 


2. A benign tumor with possible sar- 
comatous change is reported, and the possi- 
bilities of such changes are discussed. 
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hormones of several types upon 


POSTPARTUM BREAST ENGORGEMENT produces a 
variable amount of discomfort in both nurs- 
ing and non-nursing mothers. Though the 
problem is frequently considered a nuisance 
rather than a challenge to the physician, it 
often becomes the single disquieting expe- 
rience for the young mother whose puer- 
perium would have otherwise been unevent- 
ful. It seemed appropriate to explore this 
problem to evaluate any effective means of 
relieving this symptom. 

Puerperal breast abscess constitutes a major 
problem, threatening the health of both 
mother and infant. There has been little 
mention of this complication in the literature 
in the past decade. The data and clinical 
observations of a recent epidemic (1958-59) 
will be presented in detail. 

The purpose of these studies was to evalu- 
ate the effectiveness of the several agents on 
the inhibition of breast engorgement. The 
concurrent development of an epidemic of 
staphylcoccal mastitis provided additional 
data suggesting a correlation between the 
inhibition of breast engorgement and the 
incidence of puerperal breast abscesses. 


*Read before the Section on Obstetrics, Southern Medical 
seein, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 

+From the Department of Obstetrics and Gumeioas. Uni- 
versity of Arkansas Medical Center, Little Rock, Ark. 

The study was supported by gifts from grateful patients. 

The materials used in this study were furnished by The Wm. 
S. Merrell Company, and E. R. Squibb & Sons. 

We acknowl the participation of the even of 
Pediatrics at the University of Arkansas Medical Center. 


The Inhibition of Breast Engorgement 
with Endocrine Substances and Its 
Possible Role in the Prevention 

of Puerperal Breast Abscess’ 


W. E. BROWN, M.D., JAMES HAGLER, M.D., F. E. MORGAN, M.D., 
and MOSE SMITH III, M.D.,t Little Rock, Ark. 


By fortuitous pre an epidemic of breast abscess occurred during a study of the effect of 
the postpueral engorgement of breasts. Highly suggestive 
evidence appeared which would indicate that engorgement of the breasts makes the 

gland vulnerable to infection, and that hormonal suppression of 

engorgement decreases the incidence of mastitis. 


It would seem appropriate to briefly review 
the physiology of lactation as currently un- 
derstood. Because of the tremendous species 
variability, animal studies in this area have 
been unsatisfactory in delineating the several 
facets of lactation in the human. The proper 
function of the breast appears to be depend- 
ent upon the interrelationships of several 
hormonal substances and physical factors 
(Fig. 1). 

In its simplest form these interrelationships 
apear as follows: Stimulation and growth 
of the mammary duct system begins in puber- 
tal girls and continues in sexually mature 
women. The primary role of estrogen is to 
stimulate the growth of the mammary duct 
system, and some authors have also reported 
that prolonged estrogen stimulation may pro 
mote lobule formation as well. 

The development of the lobule-alveolar 
apparatus is primarily accomplished by pre 
gesterone acting on a previously prepared 
duct system. 

Milk secretion is probably dependent upon 
the stimulation of the breast by lactogenic 
hormone produced by the acidophile cells of 
the anterior pituitary released by the sudden 
drop in estrogen saturation. This effect also 
is obtained only when the breast has beet 
previously primed by estrogen and pie 
gesterone. 

Milk ejection is thought to be initiated by 
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FIG. 1 
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the posterior pituitary hormones. The release 
of posterior pituitary hormone is presumably 
stimulated by the suckling reflex. 

During pregnancy adequate amounts of 
estrogen and progesterone are supplied by 
the placenta to develop the duct and alveolar 
system within the breast, and with the ex- 
pulsion of the placenta there is an abrupt 
drop in estrogen and progesterone levels and 
a consequent release of lactogenic hormone. 
Lactation and milk ejection is maintained by 
suckling. 

Theoretically then, altering the endocrine 
Physical complex by manipulation of one or 
more of its components should lead to altered 
function. Such changes in lactational physi- 
ology have been observed through the use 


\ = (SUCKLING) 
STIMUL1 | / 


of estrogens, androgens, and other steroids, 
and the avoidance of suckling. 


Part | 


This study is concerned with several series 
of patients who were treated with a variety 
of endocrine substances in an effort to demon- 
strate modification of breast engorgement, 
and/or suppression of lactation. The agents 
used were TACE*! and Delestrogen,*? both 
synthetic estrogen substances; Deladumone*® 
a combination estrogen-androgen; and Dela- 
testryl*4 and androgen. The results of these 


*1. TACE—The Wm. S. Merrell Company—Brand of Tri- 

2. en oe trogen—E. Squibb & Sons—Brand of estradiol 
valerate. 

3. Deladumone—E. R. Squibb & Sons—Brand of estradiol 
valerate and testosterone enanthate. 

4. R. Squibb & Sons—Brand of testosterone 
enanthate. 
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studies will be presented and discussed in- 
dividually. One hundred and thirty-five con- 
current patients served as controls and were 
studied and analyzed for basic data. 


To avoid any prejudice in the evaluations 
of the response of these patients, the drugs 
were administered by a single member of the 
staff, and the clinical response was evaluated 
by other members who were unaware of the 
medication employed. 

TACE and Delestrogen were the estrogenic 
substances used in this study. TACE, a fat 
stored estrogen, was administered orally to 
117 patients as a single dose of 300 mg. within 
6 hours of parturition, and Delestrogen was 
given to 49 patients as a single dose of 40 mg. 
intramuscularly late in the first stage of labor. 

Of the 166 women who received estrogen, 
57% were completely free of breast engorge- 
ment, as compared to only 40% in the control 
group. In the unmodified control patients, 
25% experienced severe engorgement while 
only 11% of the estrogen treated patients 
were similarly distressed. ; 

Excessive puerperal vaginal bleeding of the 
withdrawal type was not seen in either the 
treated or the control group. 

Forty patients received a single injection 
of Deladumone (estrogen-androgens) intra- 
muscularly in the late first stage of labor. 
This injection contained 360 mg. of tes- 
tosterone enanthate and 16 mg. of estradiol 
valerate. There was severe engorgement in 
15% of the patients thus treated and no en- 
gorgement in 68 per cent. There was no ab- 
normal puerperal bleeding in this group. 

Delatestryl (androgen) was given to 28 pa- 
tients in the form of a single intramuscular 
injection of 400 mg. of testosterone enanthate 
late in the first stage of labor. Severe engorge- 
ment was experienced by 14% of these women 
and 68% were completely free of this symp- 
tom. Again, no abnormal puerperal bleeding 
was observed in this group (Table 1). 

These data suggest that the use of these 
sex steroids are effective in the inhibition of 
clinically significant engorgement. 

The effect of these agents on the suppres- 
sion of lactation as contrasted to engorgement 
was also observed. While we have no statistical 
data in this regard, certain impressions have 
been gleaned from this study. In no instance 
where suckling occurred did lactation fail to 
take place, regardless of the degree of inhibi- 


MAY 1960 
TABLE 1 
Estrogen 
TACE plus Delestrogen 166 patients 
No engorgement 95—57% 
Severe engorgement 19—11% 
Estrogen-Androgen 
Deladumone 40 patients 
No engorgement 27—~68% 
Severe engorgement 6—15% 
Androgen 
No engorgement 19—~68% 
Severe engorgement 4—14% 
Control 135 patients 
No engorgement 54-40% 
Severe engorgement 34— 25%, 


tion of engorgement or the hormone em. 
ployed, and it appeared that these women 
exhibited adequate lactation. 

It was further frequently manifest that the 
presence of the hungry crying infant near its 
mother caused ejection of milk from the 
breasts even when engorgement had been in- 
hibited by these agents and before suckling 
had occurred. It would appear that this phe- 
nomenon is more complex than that postu. 
lated as being caused from the tactile stimu. 
lation of the nipple by suckling. Audible, as 
well as visual stimuli, aside from tactile 
stimuli, seem to be capable of causing milk 
ejection. 

Part II 


Puerperal bacterial mastitis and abscess is 
a much more important and serious compli- 
cation. Historically, this problem was a serious 
menace prior to the advent of antibiotic, 
and accounted for much of the morbidity and 
mortality in the puerperal woman and her 
infant. Antibiotics essentially abolished this 
threat, but recent epidemics of mastitis ar 
again being reported. 

In the past year the University of Arkansas 
Medical Center has experienced an alarming 
increase in this complication. In the decade 
prior to 1958, our incidence of breast absces 
remained constant at 1:1000 births or Ml 
per cent. However, from January 1938, 
through June 1959, there were 4,048 births 
and 60 cases of puerperal breast abscess, or a 
incidence of 0.015 per cent (Figs. 2 and 3). 

The average gravidity of these mothers ws 
four. Two thirds of the patients were be 
tween 16 and 26 years of age, the youngs 
being 14 and the oldest 40. It is of interest 
that 3, or 5% of the patients, developed thé 
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condition during the hospital stay and 12, or 
2%, during the first week postpartum. 
Twenty-three acquired this complication dur- 
ing the second week, thus only 35, or 58% 
of the breast abscesses, appeared within the 
first 2 weeks (Table 2). 


TABLE 2 


BREAST ABSCESS 
AGE INCIDENCE 


Age Number of Patients 
3 
16-20 12 
21-26 25 
27-82 12 
33-40 8 


There were 25, or 42% of patients, who 
developed this complication at 2 to 6 weeks, 
with 5 or 8% later than the 6 weeks interval 
(Fig. 4). 

The most common symptoms were pain, 
swelling, chills, and fever. The average dura- 
tion of symptoms prior to admission was 7 
days, the shortest being one day and the long- 
est 28 days. Spontaneous rupture of the ab- 
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scess occurred in 9 women prior to admission. 
Fifteen had involvement of axillary nodes, 3 
of which required incision and drainage 
(Fig. 5). 

Forty-eight of the 51 cultures obtained from 
these abscesses revealed hemolytic Staphylococ- 
cus aureus, coagulase positive. Sensitivity de- 
termination on these organisms revealed that 
in only 3 cases were the organisms sensitive 
to penicillin and streptomycin, while 38 were 
sensitive to novobiocin, 28 to bacitracin, and 
32 to chloramphenicol (Tables $ and 4). 


In considering the epidemiology of this 
lesion 3 routes of infection have been recog- 
nized. The organism may enter through the 
ducts to involve a lobule, may invade a nipple 
fissure to involve the periductal lymphatics, 
and occasionally may enter the breast via the 
blood stream. While cracks and fissures of the 
nipples are often implicated in this problem, 
it was present in only 2, or 3% of these pa- 
tients. It ‘is further of interest that 2 patients 
had stillborn infants and yet developed breast 
abscess without suckling, suggesting a hemato- 
genous infection. 


FIG. 5 
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TABLE 3 
BACTERIOLOGIC FINDINGS 


Mixed coccal infections 2 
*Pure culture Staph. Aureus 48 
Diplococcus pneumonia 1 


*Hemolytic Micrococcus pyogenes, var. aureus, coagulase 
positive. 


The nasopharynx and skin of the infant 
have been incriminated as a source of the 
infections. Nasopharyngeal cultures were ob- 
tained from 18 infants of the mothers in this 
series, and 8 exhibited the staphylococcus. 
Thirty-nine infants exhibited skin pustules 
prior to their discharge from the Nursery, 
and all cultures showed Staph. aureus. 

On readmission to the hospital, the women 
with mastitis were treated immediately with 
antibiotics. Early in the epidemic we em- 
ployed penicillin and streptomycin. When it 
became apparent that we were dealing with 
penicillin-resistant organisms, chlorampheni- 
col was used as routine therapy. Hot and cold 
packs, binders, and analgesics were employed 
for symptomatic relief. As soon as fluctuation 
was noted, the lesions were drained surgically 
under general anesthesia utilizing single or 
multiple radial incisions over the abscess with 
an additional submammary incision for de- 
pendent drainage. Lobules were broken up 
by blunt dissection until all communicated. 
Penrose drains were inserted and the cavity 
was irrigated with hydrogen peroxide and nor- 
mal saline and lightly packed with iodoform 
gauze. 

The postoperative care consisted of daily 
irrigation and a change of dressing without 
packing. The drains were removed as the 
cavities closed. 

All patients became afebrile within 24 hours 
after incision and drainage. Forty-two patients 
were discharged within the first week to be 
followed in the Out-patient Department. The 
number of days from admission to the hos- 
pital to discharge from the clinic ranged from 


TABLE 4 
BACTERIAL SENSITIVITY 
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Penicillin and streptomycin 3 
Novobiocin 38 
Bacitracin 28 
Chloramphenicol $2 
Miscellaneous ll 


NUMBER OF PATIENTS 
iL 
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DAYS REQUIRED FOR HEALING 
(FROM HOSPITAL ADMISSION TO DISCHARGE FROM CLINIC) 


8 to 71 days, the average being 35 days. There 
was no mortality (Fig. 6). 

We are unable to explain this long conya- 
lescence as it seems to be unrelated to bac 
teriologic findings, treatment, or the patient's 
delay in seeking care. 

Discussion 

It was fortuitous that the study of the in- 
hibition of breast engorgement and lactation 
was in the process during an epidemic of 
puerperal breast abscess. It is interesting that 
only one in the 234 patients in the hormone 
study group developed puerperal mastitis. 
This patient had received Deladumone (com 
bined estrogen-androgen) and had shown 
minimal engorgement. This patient was ad- 
mitted to the hospital on the thirteenth post 
partum day. 

Though cognizant of the hazard of drawing 
inferences not amenable to statistical proof, 
we are nonetheless impressed by the almost 
complete absence of breast abscess in the 
hormone-treated patients and believe that this 
observation may be relevant. These observa 
tions suggest that such hormonal manipule 
tion altered the physiologic aspects of engorge 
ment and lactation so bacterial mastitis and 
abscess formation was avoided. While it & 
not possible for us to delineate these changés 
at this time, these observations are presented 
for your consideration and reflection. 


Summary 


1. It appears that sex steroids are capable 
of inhibiting breast engorgement without sup 
pressing lactation. 

2. No withdrawal endocrine bleeding ws 
recorded with these agents in this seriés. 
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3. Tactile stimulation of the breast ap- 
to sustain lactation even in women who 
do not exhibit clinical engorgement. 

4, Audible and visual stimuli are capable 
of initiating milk ejection. 

5. Observations on the probable portals 
of entry of bacteria during this epidemic im- 
plicate the mammary ducts, nipple fissures, 
and the hematogenous routes. 


6. The nasopharynx and cutaneous pus- 
tules of the infant were proven sources of 
staphylococci. 

7. The possible role of the sex steroids in 
preventing mastitis during an epidemic is sug- 
gested. 

Discussion (Abstract) 


Dr. W. Z. Bradford, Charlotte, N. C. Dr. Brown 
has divided his concluding observations into two dis- 
tinct categories,—factual and theoretical. By careful 
clinical observations in comparative series of cases he 
has demonstrated that the incidence of breast engorge- 
ment may be reduced with various hormonal agents. 
However, the therapeutic effect of these agents shows 
no striking superiority in any one group in that 11% 
of the patients treated with estrogens still had severe 
engorgement as compared with 14% with androgens 
and 15% with mixed estrogens and androgens. These 
figures are relatively too close to permit conclusions as 
to the excellence of one product over another. 

His paper is also noteworthy in that no claim is 
made for suppression of lactation by any product. 
This has also been our own observation, namely that 
suppression of lactation is primarily dependent upon 
cessation of nursing and that lactation may occur and 
usually does occur to some degree in spite of the use 
of any or all of these agents. 

Granted that it may be difficult to evaluate his 
classification of the symptom-complex of “severe breast 
engorgement” as compared to “moderate engorge- 
ment,” I would judge that the latter is not terribly 
troublesome and might be ameliorated by simple 
anodynes and support. If such is the case 75% of his 
controls or untreated patients who presented moderate 
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or no t were not a problem and hence 
probably did not need any treatment, while 25% ex- 
perienced “severe engorgement.” This 25% was reduced 
to 11% with estrogen therapy and to 15% with 
Deladumone. 

For the sake of debate let us take 100 private pa- 
tients from any office practice where the drugs do not 
come free and the high cost of medical care is ever 
before the physician. As the injection of Deladumone 
described in this paper costs the patient.$10.00 in local 
hospitals this would mean a $1,000.00 additional drug 
bill for a group where 90 patients either were not 
particularly benefited or would not have needed the 
therapy, in order to alleviate 10 patients. In the case 
of Delestrogen at $2.25 per cc., $9.00 per patient or 
$900.00 for the 100 patients in order to alleviate en- 
gorgement in the 14 individuals that were particularly 
benefited is also a high price to pay. TACE is con- 
siderably more economical but few private patients 
will swallow 12 TACE capsules at one dose. While this 
may be considered as a minor financial item in the 
continually increasing drug and extra professional 
expense of being ill, it does add to the high cost of 
medical care. 

Concerning the epidemic of mastitis, there are natu- 
rally many other factors not considered here, of which 
one may be mentioned, namely the incidence of breast 
feeding. I would judge there was little or no breast 
nursing in the patients in this study group where only 
one developed mastitis. While the reduction of mas- 
titis from an incidence of 1.47% in the total group of 
some 4,000 deliveries to 0.4% in this select group of 
234 deliveries is interesting, the variables are too nu- 
merous, I would think, to permit the conclusion that 
the differential which is not very striking, is due to 
the use of these hormones. Dr. Brown presents his ob- 
servation without drawing the conclusion that hor- 
mone manipulation may be used of itself to prevent 
puerperal mastitis. 


In summary, Dr. Brown’s very creditable paper and 
his conscientious and thorough evaluation of therapy 
may raise the question as to how necessary, after all, 
is this type of treatment for every patient. Certainly 
it adds to the cost of maternity care for all individuals 
in order to benefit the few, it relieves the doctor of 
the patient’s importunity to “dry up my breasts” and 
constitutes another real bonanza for the pharmaceu- 
tical house. 
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Carcinoma of the Endometrium:* 


JOSEPH C. PARKER, M.D., and JOHN J. HALKI, M.D.,t Richmond, Va. 


The outlook in carcinoma of the uterine body is not good except with early diagnosis. 
Postmenopausal bleeding should put the doctor on the alert for serious trouble. 


THE OPTIMISM prevailing in some circles con- 
cerning the facility of management and good 
results in the therapy of endometrial carci- 
noma hardly seems warranted, after surveying 
the results of management of this condition in 
the Medical College of Virginia Hospitals, 
and perusing the recent literature dealing 
with this subject. The incidence of this condi- 
tion apparently varies widely in different loca- 
tions. We found a ratio of one cancer of the 
endometrium to 10.4 cancers of the cervix, 
and this disorder occurred once in every 129.8 
admissions to the gynecologic service of these 
Hospitals over the past 10 years. Randall? re- 
ported an incidence of 17.18 new corpus carci- 
nomas and 27.08 new carcinomas of the cervix 
per 100,000 of the 1950 census population of 
New York. The ratio of endometrial to cervi- 
cal carcinoma was reported as 1:5 from the 
Womans Hospital of New York,? 1:6.7 from 
the Johns Hopkins Hospital,? and 1:9.58 from 
the Jefferson Medical College.* The relatively 
large proportion of Negroes in Richmond 
plus the relatively small Jewish population 
may tend to explain our somewhat low ratio 
of endometrial carcinomas to cervical carci- 
nomas (Table 1). 


Etiologic Factors 
Attempts have been made to incriminate 
various factors in the etiology of endometrial 


TABLE 1 
RACE AND STATUS 


Per - Per 
White Cent Colored Cent 


Private 54 (55.6) 8 (3.1) — 57 58.7%) 
Ward 18 = (18.4) (27.8) — 40 41.3%) 
Totals 67 (69.0) 30  (30.9)—97 (100.0%) 


*Read on Gynecology, Southern Medical 
Amocation, Fity"Third Annval Meeting, Alana, Gay Novem 


Caliege of Virginia Hospitals, Richmond, 


carcinoma. However, the true cause or causes 
remain obscure. Prolonged estrogen stimula- 
tion has long been thought to play some part 
in the development of this disease, along with 
sterility and nulliparity, previous irradiation 
therapy, estrogen secreting tumors of the 
ovary, obesity, diabetes mellitus, and hyper 
tension. Prolongation of the menstrual life of 
the woman has been implicated in the etiol- 
ogy of this condition by some authors, but 
this has been difficult to prove. The average 
age of the menopause in our group of cases 
was 48.6 years, while the average age of the pa 
tients developing corporeal cancer was 56.7 
years (Table 2). Other authors report the aver- 
age age of the menopause as 48.7 years, 49 
years, and 47 years, while the average ages of 
the patients at the time of the diagnosis of the 
endometrial carcinoma were 58.7, 57.2, and 57 
years.5:3.6 These ages compare with an average 
age of 48 years at the time of the diagnosis of 
cervical carcinoma from several institutions! 
In only one patient in our series were we able 
to elicit a history of the previous prolonged 
use of estrogens. Also, there were only 3 pa 
tients in this series with associated ovarian 
tumors, which’were classified as fibromas in? 
patients, and a Brenner tumor in the third. 

Three of the patients in this series gave his 
tories of previous irradiation, 2 for vaginal 
bleeding, and the third for castration 
Randall? has stated that women with hyper or 
polymenorrhea at the menopause have a 34 


TABLE 2 
AGES 

Decade Number Per Cent 
21-30 1 
$1-40 5 52 
41-50 21 216 
51-60 $3 41 
61-70 28 28.8 
71-80 9 92 

Totals 97 100.0 
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times greater chance of developing carcinoma 
of the endometrium. Behrman and Gosling*® 
believe that factors causing menstrual dis- 
turbances at the menopause may well have a 
predisposing role in causing carcinoma of the 
endometrium in later years, and that previous 
irradiation neither increases nor decreases the 
incidence. The histories in our group of cases 
revealed previous menstrual aberrations of 
some degree in approximately 25 per cent. 
These usually occurred at or near the meno- 
pause. 

Hypertension of some degree was present in 
53.6%, of these patients, obesity in 41.2%, and 
diabetes in 9.2 per cent. Other associated con- 
ditions were leiomyoma of the uterus in 
30.9% of the cases, endometrial hyperplasia, 
endometrial polyps, and endometriosis and/or 
adenomyosis in 8.2 per cent. Cervical polyps 
were found in 5.6% of the patients in this 
group (Table 3). 

Slightly over one fourth of the patients in 
our group had never been pregnant (27.8%), 
and about 20% of them had experienced only 
one pregnancy. The ratio of abortion to live 
births in this series was about 1:5.4, as com- 
pared with the usual ratio for the general 
population of 1:10 (Table 4). 

Diagnosis 

It is generally conceded that the earliest 
and most common symptom of endometrial 
carcinoma is vaginal bleeding. This symptom 
was present in 96.9% of our patients (Table 
5). Vaginal discharge was significantly present 
in 16.5% of the patients. This usually con- 
sisted of a watery, foul smelling type of dis- 
charge. Pelvic pain is, of course, a late symp- 
tom, and was found in 14.4% of our cases. 
The duration of the symptoms varied from a 
few days to over three years with 71.2% of the 


TABLE 3 
ASSOCIATED CONDITIONS 
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TABLE 4 
NUMBER OF PREGNANCIES 
Number 
Number of Patients Per Cent 
0 27 278 
1 19 19.6 
2 9 92 
8 10 10.8 
4 5 52 
5 4 43 
More than 5 10 10.3 
Not stated 18 18.38 
Totals 97 100.0 


patients having had symptoms for less than 
one year. We found the uterine cavity to be 
enlarged in 32 or approximately 33% of the 
cases. The diagnosis was made in the majority 
of instances by dilatation and curettage and 
pathological examination of the endometrial 
scrapings. Papanicolaou smears were not par- 
ticularly helpful in arriving at the proper 
diagnosis in this group of patients, although 
others have claimed very good results in the 
early diagnosis of this condition as a result of 
the use of Papanicolaou smears.® 


The majority of cancers of the endometrium 
become apparent postmenopausally. The diag- 
nosis was made following the menopause in 
67% of our cases, before the menopause in 
13.4%, during the menopause in 6.2%, and in 
13.4% of these patients no statement was 
made concerning the time of the diagnosis as 
related to the menopause (Table 6). 


Treatment 


There were 97 patients with endometrial 
carcinoma who were treated at the Medical 
College of Virginia Hospitals over the past 
10 years. Twenty-three of those patients were 
treated with irradiation alone, 51 were treated 
with irradiation combined with surgery, 17 
were treated by surgery alone, 5 were treated 
by surgery and postoperative external irradia- 
tion, while one patient refused any type of 
treatment. Irradiation therapy at this institu- 
tion usually consists of intra-uterine radium 


Number 
Condition of Patients Percent (generally 4,000 mg. hrs. inserted in tandem) 
Hypertension 52 53.6 
Obesity 40 412 
Diabetes 9 92 TABLE 5 
Leiomyomas 30 30.9 
Endometrial hyperplasia 8 8.2 SYMPTOMS 
Endometrial polyps 8 8.2 
Adenomyosis and/or Number Per Cent 
iosis 8 8.2 Vaginal bleeding os 96.9 
tumors 3 3.0 Vaginal discharge 16 16.5 
Cervical polyps 5 5.6 Pelvic or abdominal pain 14 144 
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TABLE 6 
TIME OF DIAGNOSIS 


Number Per Cent 
65 67.0 
13 13.4 
6 6.2 
13 13.4 


97 100.0 


and/or external x-ray irradiation to six 10 by 
15 cm. ports, two anteriorly, two posteriorly, 
and two laterally, designed to deliver a total 
dose of 9,000 r. measured in air, or an esti- 
mated tumor bed dose of 2,370 r. 

The surgical treatment consists of total ab- 
dominal hysterectomy and bilateral salpingo- 
oophorectomy. Usually the cervix is sutured 
prior to the hysterectomy, and the fallopian 
tubes are ligated immediately upon entering 
the peritoneal cavity. The 5 patients that were 
treated by surgical removal plus postoperative 
external irradiation, had either had incom- 
plete operations elsewhere, or the diagnosis 
had not been suspected until the specimen 
was examined by the pathologist. 

We have attempted to classify these cases 
according to the clinical classification of Hey- 
man,!° although we agree with Pentecost and 
others that there is no satisfactory clinical 
classification of this disease. 

Stage I—The growth is confined to the 
uterus. 


Group 1—Operation advisable 
Group 2—Operation not advisable 

Stage II—The growth has spread outside 
the uterus. 

We had 57 patients who fell into the Stage 
I, Group | category, of whom 39 or 68.4% are 
living and well, and 4 or 7% have died. Four- 
teen of these patients are not eligible for in- 
clusion in five year survival rates because of 
insufficient elapsed time since treatment, or 
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have been lost to follow-up. Seven of the 
tients were classified as Stage I, Group 2 and 
5 of those are already dead with one five year 
survivor, and one patient not eligible for in. 
clusion in the five year survival rate (Table 7), 
There were 33 patients with extra-uterine 
spread of the tumor, of whom 29 are dead, 2 
have survived 5 years or longer, and 2 have 
been lost to follow-up. These figures merely 
reflect those of the majority of the reports on 
this condition, and indicate that the earlier 
lesions are more amenable to cure than are 
later lesions, or those occurring in poor risk 
patients. 

There were 23 patients treated with irradia. 
tion therapy alone. Only 3 of the entire group 
are living at the end of 5 years, and 2 of those 
have recurrences or metastatic lesions. Again 
these figures seem to reflect the experiences of 
others in dealing with endometrial carcinoma, 
in that irradiation alone does not offer too 
much in the way of permanent cure, for sev- 
eral reasons. 


Fifty-one patients were treated by irradia 
tion therapy, followed by total abdominal 
hysterectomy as described above. Twenty-six 
of these have survived 5 years or longer, and 
13 are known to be dead. Twelve of these pa 
tients are ineligible for inclusion in five year 
survivals or have been lost to follow-up, 
Seventeen patients did not receive any irradi 
ation either pre- or postoperatively, and 13 of 
them have survived 5 or more years, while 2 
have died, and 2 are not included because of 
insufficient time elapsed since treatment. 


If we analyze the results of treatment in the 
patients treated with irradiation and surgery 
and those treated with surgery alone, discard- 
ing the group of patients lost to follow-up 
and not eligible for inclusion in five year sur- 
vival statistics, we find there are 54 patients 
of whom 39 survived and 15 died. This gives 
us a 72.25% survival rate, and a 27.75% mor 
tality rate. If we break this down further be 


TABLE 7 
RESULTS OF THERAPY ACCORDING TO CLINICAL STAGING 


Ineligible for 
Per 5 Year Survival 
Cent Rate 


68.4 
14.3 
6.0 


43.3 
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TABLE 8 
RESULTS OF THERAPY 

Method White Colored Ward Private Alive Dead Ineligible 
Irradiation 14 9 12 11 3 20 0 
Irradiation and surgery 37 14 21 30 26 13 12 
Sargery alone 15 2 3 14 13 2 2 
oe 1 4 2 3 0 2 3 
Totals 67 29 38 58 42 $7 17 


tween colored and white patients, we find 
that the results are about equal between the 
two groups, namely, a survival rate of 72.5% 
in the white group and 71.4% in the negro 
group. Further division of this group into 
ward and private sections yields a 63.1% 
survival rate in the former and 77.1% rate 
in the latter group (Table 8). 

Five patients were treated surgically, 2 of 
them by supracervical hysterectomies in other 
institutions, followed by external x-ray irradi- 
ation when previously unsuspected cancer was 
discovered. Two of these patients are dead 
and $ are not eligible for inclusion in five 
year survival statistics. 

To briefly summarize the results of patients 
who have survived 5 years or more, and those 
that have died of the disease, we find that of 
37 patients treated with surgery and irradia- 
tion, including the 2 patients that received 
postoperative irradiation, and discarding 4 
deaths in patients who died without demon- 
strable evidence of carcinoma, 26 or 70.2% 
have survived 5 or more years. Of 15 patients 
treated with surgery alone, 13 or 86.6% have 
survived 5 or more years. Of 23 patients treat- 
ed by irradiation alone, 3 or 13% have sur- 
vived 5 or more years. One patient received 
no treatment. 

There were 80 patients who received treat- 
ment in this series eligible for inclusion in 
five year survival rates. Of that number 42 or 
52.5% have survived 5 years or longer, and 38 
or 47.5% have died. In 4 of these patients 
death was attributable to causes other than 
the carcinoma, and no evidence of recurrence 
or metastatic disease was found at autopsy, 
giving a corrected mortality rate of 42.5 per 
cent (Table 9). 

_Thus, it seems that in our hands, with good 
tisk patients, the optimum type of treatment 
has been either surgery alone, or operation 


following previous adequate irradiation. Dur- 
ing the past 5 or 6 years, the tendency has 
been to use intra-uterine radium alone in the 
irradiation phase of the treatment in those 
patients who are to receive irradiation and 
surgery. This usually consists of 4,000 mg. 
hours followed immediately by total abdomi- 
nal hysterectomy and bilateral salpingo- 
oophorectomy. The explanation for the ap- 
parent good results in these two groups, of 
courses, lies in the fact that for the most part, 
we were dealing with relatively early lesions 
in good risk patients. The poor results ob- 
tained in the irradiated group, who did not 
receive any surgical treatment, are explicable 
on the basis of poor risk patients, and patients 
in whom the disease was relatively wide- 
spread. Perhaps a better choice of irradiating 
procedure, particularly with reference to the 
application of radium, would improve our 
over-all results, and those in the so-called 
“bad groups” of patients. A multiple source of 
radium application such as that described by 
Heyman,’ or the “horseshoe” type of appli- 
cation advocated by Kimbrough™ and his 
group, might offer us some improvement in 
our irradiation results. 

The answer to the question of the successful 
management of endometrial carcinoma, as in 
the case of most all malignancies, seems to lie 
in the early detection of the condition. Te 
Linde,12_ Behrman and Gosling,’ Pentecost 
and Brack? and many others have brought 


TABLE 9 


FINAL RESULTS IN PATIENTS ELIGIBLE FOR 
INCLUSION IN FIVE YEAR SURVIVAL STATISTICS 


Per Cent 
Number Alive Survival Dead Per Cent 
80 42 52.5 38 475 


Four (4) patients died of unrelated disease without evidence of 
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this fact to our attention. Of course, many fac- 
tors play a part in the early detection of any 
disease, among the more important being 
physician and public education concerning 
the importance of the early detection of these 
conditions. A well-planned and executed ex- 
foliative cytologic study will probably inevita- 
bly result in picking up some cases of carci- 
noma of the endometrium while they are still 
in a curable phase. More important than that, 
however, is the employment of dilatation and 
curettage with thorough pathologic study of 
the removed endometrium in any patient with 
unusual vaginal bleeding. When the diagnosis 
of malignancy of the endometrium is estab- 
lished while the lesion is definitely confined 
to the uterus, adequate surgical treatment 
should offer almost 100% cures. Where the 
patient is a poor surgical risk or the disease is 
no longer confined to the uterus, adequate 
irradiation must be resorted to. The difficulty 
of applying definitive clinical staging to this 
condition is probably one reason why irradia- 
tion plus surgery continues to be the method 
of treatment of choice in most clinics. In the 
majority of instances intra-uterine radium fol- 
lowed by surgical removal should prove ade- 
quate, where there is no spread of the tumor 
beyond the confines of the uterus. Where sur- 
gical or other exploration reveals extension of 
the tumor beyond the uterus, further irradia- 
tion must be used. 

Emphasis should probably be placed upon 
a more radical approach in the management 
of vaginal bleeding and endometrial aberra- 
tions at or about the time of the menopause. 
Adenomatous hyperplasia of the endometrium 
in women approaching, during, or following 
the menopause should be summarily dealt 
with by hysterectomy. Other forms of irregu- 
lar vaginal bleeding or menstrual disturban- 
ces should be carefully and thoroughly invest- 
igated with little hesitation in extirpating the 
uterus where there is doubt concerning the 
nature of the offending lesion or lesions. 
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Discussion (Abstract) 


Dr. John A. Wall, Houston, Tex. I want to con- 
gratulate Doctors Parker and Halki on their presenta 
tion. The authors usually employed a tandem applica. 
tor. I believe it has been clearly demonstrated this is 
usually inadequate. It is difficult to have one single 
therapeutic modality which will be applicable to all 
patients. The ideal of multiple intra-uterine sources, a 
source in the cervical canal and vaginal radium, should 
be employed in almost all instances whether it comple- 
ments surgery or represents the only treatment to be 
employed. Incidentally, where radiation alone is uti- 
lized it is almost invariably a palliative measure. 

I think, in the evaluation of treatment, we should 
try to classify patients according to the description of 
Heyman, and therapy evaluated for each stage. This is 
a rather difficult thing to do and represents a great 
loophole. 

Schmitz and his co-workers have presented their ex- 
perience on the effects of preoperative irradiation on 
adenocarcinoma of the uterus. Their material consisted 
of a series of 280 cases, half of which had been re 
ported previously. The series was divided into those 
prior to 1946, previously reported, and a group from 
1946 to 1953 inclusive, in which more precise and re 
fined technics were applicable and for which five year 
statistics were available. The over-all, uncorrected 5 
year survival has risen from 47.4% in the original 
series prior to 1946, to 67% in the group treated sine 
1946. Thus the over-all survival rate in this unselected 
group showed improvement of 20% which was attrib 
uted to improvement in both radiation and surgial 
technics. The most significant improvement occurred 
in the group of 71 treated by preoperative radiation 
followed by operation. In this group of 71, the overall 
5 year survival was 81.6 per cent. They had an oper 
bility rate in 142 of 74.7 per cent. 

Mastrovito and I summarized my experience with 
70 patients treated for malignant neoplasia of the e 
dometrium. In this series the actual dose delivered was 
calculated for 31 patients, 21 of whom we found 
have no residual tumor in the surgically removed 
uterus. The average dose delivered to the patients who 
had no residual tumor was 4,200 gamma r. in tw 
applications, whereas the average dose delivered © 
those who had tumor residue was 3,590 gamma tr. to# 
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surface 2 cm. below the endometrium. The lower 
amounts of radiation received by the patients who had 
residual cancer was due to modification of therapeutic 
technics. 

A study of 28 (Stage I; Group 1), who had what we 
would regard as optimal therapy consisting of two 
preoperative radium implantations followed by a total 
abdominal hysterectomy, were studied in detail. Fout 
of the 28 had residual tumor and 24 had negative 
uteri. Thus 86% of those who had adequate radium 
therapy showed no residual cancer in the uterus. The 
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pathologist reported 2 of the 4 cases being positive as 
questionable and one as inactive. 

Most of us are competent to perform adequate sur- 
gery for endometrial cancer. We should, however, 
strive to develop a working knowledge of the radio- 
therapeutic aspects of this disease. This can best be 
achieved through a cooperative effort with our radio- 
logical colleagues. 

I appreciate the privilege of discussing this paper 
and congratulate the authors on the summary of their 
experience. 
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Major Psychiatric Disorders 
Masquerading as Alcoholism: 


JOSEPH B. PARKER, JR., M.D., Lexington, Ky., 
RICHARD M. MEILLER, M.D.,t Durham, N. C., and 
GEORGE W. ANDREWS, M.D.,t Raleigh, N. C. 


There has always been debate on the topic of whether alcoholism represents a state of disease 
or not. The authors show the relationship of alcoholism to the psychotic patient. 
The recognition of this is essential in treatment and prognosis. 


THE IMPORTANCE OF THE PROBLEM Of alco- 
holism in major mental disorders attracted 
our interest during an investigation of manic- 
depressive reactions.1 These findings, we be- 
lieved, warranted a closer appraisal of some 
of the diagnostic orientation toward patients 
who use alcohol excessively. In addition, the 
general need for earlier diagnosis and appro- 
priate treatment for the psychoses and allied 
reactions, in light of our findings, indicated 
as well a need to ascertain more clearly the 
incidence of alcoholism as a _ presenting 
symptom in patients with a diagnosable 
psychiatric disorder. 

Attitudes toward excessive use of alcohol, 
as well as toward individuals who drink alco- 
holic beverages has differed in various cul- 
tures, especially in medicine during the past 
100 years.? In the late 1880’s it was believed 
that those who drank alcohol to excess were 
insane. Just prior to 1900 the belief was held 
by some that alcoholism itself could cause a 
major mental disease such as dementia 
praecox, paranoia, or other psychoses. In the 
early twentieth century the belief that the 
“drunkenness which preceded alcohol in- 
sanity was merely the herald, the only obvious 
sign of incipient mental disease intensified, 
perhaps, but not the cause of the disease” 
began to have influence.? It was still the 
contention of many experienced psychiatrists 
for the next couple of decades that alco- 
holism in many cases was only one of the 


*Read before the Section on New and Psychiatry, 
Southern Medical Association, Fifty- Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 


+From the Department of Psychiatry, Duke University 
Medical Center, Psychiatric Service, V. A. Hospital, Durham, 
N. C., and the State Hospital, Raleigh, N. C. 


tState Hospital, Raleigh, N. C. 
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manifestations of a disease entity.* In the last 
two decades the pendulum has seemed to 
swing away from the concept that alcoholism 
was merely a symptom of mental disease until 
rather recently. 

Recent treatises on the subject, while giving 
recognition to the need for the awareness ot 
psychopathology, have by content and pro 
portion tended to emphasize the other frames 
of reference which have seemed to have more 
popular appeal.*5 The work of Thompson! 
in 1956, pointed out that the general belief 
existed that all alcoholics were people who 
thought of themselves as normal individuals 
who had gotten into a vicious habit of drink 
ing -to excess, but who otherwise were 
normally well-adjusted individuals. This 
associated, he noted, with the idea that ale 
hol is an illness in itself. We also have ob 
served the tendency to conceive of it as am 
illness within itself; that is, as a specific com 
dition in which all alcoholics, therefore, can 
be treated alike. Bowman? also pointed out 
that there is no single alcoholic personality— 
that alcoholism is a symptom of some under 
lying disorder, be it physiologic or psycho 
logic. Smith® likewise has emphasized th 
importance of evaluating the individual m 
whom the alcohol is acting. That alcoholism 
is a problem many times secondary to a diag 
nosable psychiatric disorder was again noted 
by Cassidy and associates® who reported 2 
relatively high incidence of alcoholism i 
manic-depressive patients. 


Method of Study 


In order to ascertain the degree that alco 
holism exists in hospital psychiatric patient 


| 7 
he 
| 
| 
| 
i 


it as 
ecific col 
efore, cal 
yinted out 
sonality— 
me under 
or psycho 
asized the 
ividual on 
alcoholism 
y to a diag 
gain note 
reported 2 
oholism i 


e that ale 
ric patients 


VOLUME 53 


three psychiatric diagnostic groups, manic- 

ressive reactions, schizophrenic reactions, 
and psychoneurotic depressive reactions, who 
required hospitalization and treatment on a 
psychiatric service of a V. A. General Hospi- 
tal were compared for incidence of alcoholism. 
In addition, the records of 100 patients ad- 
mitted to a state hospital on mental commit- 
ments were reviewed for the occurrence of 
alcoholism. An attempt to compare a sample 
of patients in these diagnostic groups ad- 
mitted to a private service was not possible 
because of recording limitations. To assure 
a more representative sample of cases, 
examples are presented from a private service 
as well as from a V. A. Service. 

All subjects were white men between the 
ages of 20 and 61 years of age and, with few 
exceptions, native North Carolinians. The 
manic-depressive group consisted of 70 manic- 
depressive patients, who had been hospitalized 
on the psychiatric service of the Durham 
V. A. Hospital during the previous six years. 
Except for the manic-depressive patients, the 
religious origin of the V. A. patients and the 
state hospital patients were essentially that of 
the white population of the state. 

Diagnostic Criteria 

Manic-depressive Reactions. The criteria 
utilized for diagnosing the manic-depressive 
patients were those used and reported by 
Kallmann.1 In addition, no patient was 
diagnosed as having a manic-depressive re- 
action who possessed more than one of the 
signs believed to be pathognomonic of schizo- 
phrenia in a study by Lewis and Piotrowski.1° 

Schizophrenic Reaction. Patients in this 
category were characterized by elements of a 
primary thought disorder, impairment of af- 
fect, and manifestations of two or more signs 
noted by Lewis and Piotrowski!® to be 
pathognomonic of schizophrenia. 

Psychoneurotic Reaction. The patients in 
this diagnostic group had a history of neurotic 
complaints, were depressed in mood with bio- 
logic concomitants of depression, but did not 
meet the criteria for manic-depressive illness 
and were also negative for the Lewis-Piotrow- 
ski signs of schizophrenia. 

A patient was considered to have used alco- 
hol excessively if its use had disabled or dis- 
Tupted his marital, occupational, or social 
adequacy or adjustment. In fact, in none of 
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the patients was only one of these areas alone 
disordered. 


Case Examples 


Case 1. This 37 year old white bachelor barber was 
transferred to the V. A. Hospital from a private hospi- 
tal because of uncontrollable manic behavior. 

He had a history of excessive use of alcohol that had 
required hospitalization periodically for the pre- 
ceding eight years; his work had been interrupted fre- 
quently for over 10 years because of heavy excessive 
drinking. These hospitalizations had been in mental 
hospitals for what his family considered “drinking 
too much” or in a state alcoholic rehabilitation center. 
Approximately 17 months before being hospitalized in 
the manic state, he was in an automobile accident 
and suffered vertebral fractures. Following his re- 
covery from his injuries, he became hypoactive and 
progressively depressed for seven months to the point 
of planning suicide when he became manic. 

The patient responded well to electric shock treat- 
ment and has been observed since that time, being 
again hospitalized once for a period of depression. 
Although he continues to drink, it has not been 
necessary for him to be hospitalized subsequently be- 
cause of excessive consumption. He was referred to 
Alcoholics Anonymous and was urged to attend by 
relatives and members who were former drinking 
companions. His response to this was quite negative 
and derogatory, not only to the organization, but also 
to “the kind of people who have to go there.” 
Follow-up supportive therapy combined with alter- 
nation of drugs, depending on the patient’s mood, 
and the patient’s mother being in case-work has re- 
sulted in his working successfully and uninterruptedly 
at the same shop for the past three and one-half 
years, in contrast to his previous years of frequently 
interrupted employment. 

Case 2. This 46 year old white twice-married man 
was admitted to a private psychiatric service volun- 
tarily to avoid an alcoholic commitment to a state 
hospital. 

His wife had been advised to commit him after the 
patient had refused a psychiatrist’s recommendation 
that he voluntarily apply to the State Alcoholic Re- 
habilitation Center. He gave a history, confirmed by 
his wife, that he had been drinking excessively for 
over the past eight years with the result that he had 
lost his job as a mill supervisor seven years earlier. 
Since that time he and his wife had developed a suc- 
cessful business of their own, the wife taking pro- 
gressively more responsibility as the patient's drinking 
increased. As she obtained more independence and 
control, the drinking increased further and he became 
abusive and would publicly accuse her of infidelity. 

The past history revealed that after marriage he 
did not permit his wife to sit on the front porch 
fearing that other men would flirt with her. He 
would suspiciously check on her activities at calcu- 
lated periods during the day. The history revealed 
that he had separated from his first wife because of 
his suspicions that she was unfaithful to him. 

The patient was placed on a phenothiazine drug 
and readily adapted himself somewhat dependently 
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to the ward situation. It was evident that he could 
not be alone without becoming terrifically lonely, 
jealous, or unhappy. His course has been followed 
since discharge; a phenothiazine drug and supportive 
psychotherapy have been used. Even though the 
marriage has not been resumed, the relationship with 
the wife improved. There was an episode of drinking 
in which he allegedly tested himself, but did not be- 
come intoxicated. During the period of hospitalization 
and afterwards, he himself brought up the subject of 
attending A. A., which was reinforced, but he never 
followed through with this. During the period of 
combined drug and psychotherapy he became less 
paranoid about his wife; that is, he checked less fre- 
quently and less suspiciously on her activities and no 
longer made open insinuations. When he reduced 
the drug, the paranoid elements tended to emerge 
and he voluntarily resumed the prescribed dose on 
his own initiative. 

Case 3. A 36 year old married man was hospitalized 
because of depressive symptomatology. Both parents’ 
families were extensive pioneer landholders. He had 
two siblings, mother, and a maternal uncle who had 
had treatment for manic-depressive episodes. 

The patient had had periods of depression since 
being in the military service. These periods of de- 
pression were continued to each June or July at 
which time he would become quite despondent, 
irritable, and turned to excessive drinking at the be- 
ginning of hypomanic behavior. Since being under 
therapy, the patient has been able to control his al- 
coholic intake during Christmas and festival occasions 
when he formerly had been unable to do so. How- 
ever, he has continued to succumb to excessive 
alcohol intake during his shift from depressed to manic 
states each summer in spite of attempts to control his 
symptoms by drugs. 

Case 4. A 48 year old white businessman was ad- 
mitted to a private psychiatric service with impending 
delirium tremens following the recommendation of his 
physician that he take a cure for his alcoholism. His 
wife, when she arranged hospitalization, stated he 
needed help in getting off alcohol. 

Two months before admission he had taken a “two 
weeks cure,” but within two weeks of his return home 
was again drinking excessively. The patient’s past 
history revealed that he had been a heavy social 
drinker since college days, but that the use of alcohol 
had not impaired his social relationships or his pro- 
gressive business and substantial economic and social 
advancement. He had been the eldest child and re- 
mained close to his father, turning to him to discuss 
business and personal decisions until the father’s 
death five years earlier. After his father’s death, he 
was quite upset and increased his drinking to the point 
where he had morning-after effects. Approximately two 
years before admission, he had been promoted and 
was given more responsibility on his own. His new 
position prevented him from turning to a former 
friend and boss. Because the drinking increased he 
was relieved of all responsibility without warning. His 
drinking then rapidly increased with the result that 
he was advised to “take the cure.” The patient was 
treated with sub-coma insulin, phenothiazine drugs 
and psychotherapy, with alleviation of his depressive 
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grief reaction. Follow-up revealed that the patient 
has successfully obtained a promising position ang 
shows no further evidence of the pathologic grief for 
his father or excessive use of alcohol. 

Case 5. This 42 year old white former textile 
worker who was separated from his wife, was admitted 
to a medical service because of shortness of breath and 
fear of heart trouble. 

The night after he was admitted, he began to com. 
plain of auditory and visual hallucinations some of a 
homoerotic nature and was diagnosed as having de. 
lirium tremens. He was transferred to the psychiatric 
service and responded to specific treatment for his 
delirium. After his sensorium cleared he continued 
to complain of persecutory ideas and that people 
talked about him. A detailed past history revealed 
that he had been a “dependable worker” who oc 
casionally drank socially until being drafted into the 
Navy in 1943. In action on a battleship “the big 
guns” made him nervous and interfered with his 
hearing. He did not complain of his nervousness or 
ear difficulty for fear he would be considered a 
“coward.” During this period he began to write his 
wife, a rigid fundamentalist, accusing her of being 
interested in other men. By the time of his di 
he was accusing her of infidelity and had increased 
his drinking. When he returned home his wife re 
fused to forgive him for his accusations and left him. 
His drinking became excessive and he required 
hospitalization. 

The patient would respond satisfactorily to 
phenothiazine drugs when hospitalized; however, he 
would stop taking medication shortly after leaving the 
hospital (usually against advice) only again to be 

by his paranoid ideation and hallucinations 
which he attempted to alleviate by excessive alcohol. 


Findings 

As illustrated in table 1, 32.8% of the 
manic-depressive patients had been considered 
at one time or another by relatives or phy- 
sicians to be alcoholic. Twenty-two per cent 
of the 150 schizophrenic patients and 20% 
of the 100 psychoneurotic depressed patients 
were also found to be alcoholic, according to 
the criteria used for alcoholism in this study. 
Of the state hospital admissions, 24% were 
found to be alcoholic in the period in which 
they had suffered from a major psychiatric 
disorder. The incidence of alcoholism in the 


TABLE 1 


ALCOHOLISM _ IN HOSPITAL WHITE MALE 
PSYCHIATRIC PATIENTS 


Diagnosis: No. No. Alcoholic % Alcoholic 
Manic-depressive: 23 
Schizophrenic: 33 
20 


Total: 76 
State hospital patients: 24 


= 

2 

on 

24 
\ 
\ 
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two groups is essentially the same—23.8% for 
the total V.A. sample and 24% for the state 
hospital sample. The significance of these 
findings is evident when compared to data of 
Keller and Efron™ for the incidence of alco- 
holism in the white male population of the 
same age group in the state of North Carolina. 
These differences still appear impressive when 
likely errors in the Jellinek formula are taken 
into account.?2.18 

The study of the cases reveals evidence of 
pre-existing and disabling emotional reactions. 
Excessive use of alcohol in many instances 
had precipitated a chain of events which led 
to the patient’s being hospitalized because of 
the concern of those in his environment over 
his excessive use of alcohol, rather than an 
awareness Or primary concern over a mental 
illness itself. 


The Use of Alcoholics Anonymous 


Because of the staff’s interest in utilizing 
Alcoholics Anonymous, we attempted to de- 
termine the successful use of A. A. by the 
V. A. patients in the three diagnostic cate- 
gories. The patients were readily encouraged 
by the staff at all levels to participate in A. A. 
by referrals. Passes were granted for patients 
to attend meetings and the staff cooperated 
with the representatives of the A. A. group. 
In spite of this atmosphere, including per- 
mission to hold A. A. meetings within the 
hospital, results with patients having psy- 
chotic reactions has to this time been disap- 
pointing. 

Of the manic-depressive group who were 
alcoholic, not one has been successful with 
A. A. The manic-depressive patient with his 
ready defense of denial has difficulty in ac- 
cepting referral, because to do so he must 
first admit that he has been drinking too 
much or is an alcoholic. If he does this he 
will also have to admit his pathologic mood 
changes which he frequently attempts to 
deny. It has been our experience that he is 
not able to do this, at least during or shortly 
after his hospitalization. His attitude is that 
he is “not like those guys.” Declarations of 
this nature have come from manic-depressive 
Patients of all class groups. It has been ob- 
served that insistence on the part of the 
therapist for a manic-depressed patient to par- 
uicipate in A. A. may be viewed by the patient 
as a derogatory evaluation of him or that his 
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therapist does not “really understand” how he 
differs from other people who drink exces- 
sively. 

Although the schizophrenic patients usually 
passively and irregularly attended meetings 
held at the hospital when it was suggested to 
them, especially if by the ward personnel, they 
did not continue to attend on their own 
initiative once they were no longer hospital- 
ized. 
The only patients who continued to use 
A. A. after leaving the hospital to any degree 
of success were those in the psychoneurotic 
group and those with personality disorders, 
a group not otherwise reported on here. Some 
of these patients have returned after discharge 
to recruit other likely prospects and have been 
effective as liaison agents between the hospital 
and the A. A. group. 


Discussion and Summary 


A report has been made of the occurrence 
of excessive use of alcohol secondary to basic 
psychopathology and psychiatric illnesses of 
70 manic-depressive patients, 150 schizo- 
phrenic patients, 100 patients having psycho- 
neurotic depressive reactions, and 100 psy- 
chotic patients admitted to a state hospital. 
Illustrative case histories have been used. 
From the historical data and findings, it has 
been noted that many individuals considered 
by their families, friends, and in many in- 
stances, their physician, as having primarily 
an alcoholic problem have had a major 
mental illness. It was not unusual for a pa- 
tient to have an “alcoholic cure,” to have 
been hospitalized for a period of alcoholic 
rehabilitation, or even at one time to have 
had an “alcoholic commitment,” when ac- 
tually he suffered from a major mental dis- 
order that needed hospital psychiatric treat- 
ment. As noted by others, the tendency to 
conceive of alcoholism as an illness in itself 
may lead to therapeutic failures and subse- 
quent disappointment in procedures that are 
otherwise effective for certain individuals. 
In our experience, it may, in addition, lead 
to postponement of possible treatment of the 
underlying mental illness of the individual. 

The schizophrenic patients, however, who 
use alcohol excessively generally seemed non- 
responsive to therapeutic measures. This is 
in keeping with the observation of Stotsky’ 
who, in a rehabilitation program, noted that 
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the schizophrenic patient who used alcohol 
repeatedly in the two years preceding his 
hospitalization, in an attempt to manage his 
schizophrenic symptomatology, usually could 
not be rehabilitated. Thus, every effort 
should be made to diagnose schizophrenia as 
early as possible and before alcohol is relied 
upon to deal with the basic schizophrenic 

Any tendency to categorize in one group 
all patients who use alcohol excessively carries 
with it the hazards of all generalizations when 
the patient is encountered by either the public 
or his Physician. From reports and our own 
observations of house staff, psychiatric as 
well as otherwise we know the personal re- 
action of the physician to the alcoholic may 
be either a positive or a negative one.15 If the 
physician sees his patient as an alcoholic only 
and tends to view with disgust the individual 
who uses alcohol excessively, he is unlikely 
to elicit the underlying psychopathology and 
diagnose the psychiatric illness. On the other 
hand, though he responds with compassion, 
recognizing alcoholism as an illness, but 
thinking of it as an illness in itself rather than 
a symptom of the individual’s psycho- 
pathology, he may become equally ineffective 
by expecting too much through the use of 
A. A. and later be disillusioned with his 
results. 

The findings reported should not be in- 
terpreted as minimizing multiple etiologic 
approaches to the patient who becomes alco- 
holic. Our experience, however, does “high- 
light” the need to consider an underlying 
diagnosable psychiatric illness in each case of 
alcoholism, and that this is one of the im- 
portant frames of reference to be considered 
when a person, who drinks to the point that he 
is handicapped, presents himself to a phy- 
sician. 
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Discussion (Abstract) 


Dr. Jackson A. Smith, Chicago, Ill. Dr. Parker's 
subject gets very close to the question,—is alcoholism 
an entity? Since it is a deviation from a state of health 
it is surely an illness, but is it an entity? Attempts at 
classifying these patients usually show some who are 
ill with a primary major psychiatric disorder and a 
even larger group of “normal alcoholics.” 

One factor which feeds the confusion is the different 
symptoms the same alcoholic may show during differ 
ent phases of his illness. During a state of toxic de 
lirium the patient not only has his delusions, but he 
has the confirmation of their reality offered by his 
illusory experiences. 

As Dr. Parker and his group have found and well de 
scribed, patients with a major psychiatric disorder may 
drink abnormally as a reflection of this disorder. This 
can present a diagnostic problem in the delirious pe 
tient. I have seen one manic patient with delirium 
tremens who also had a “push of his incoherent 
speech” as well as a disorganized overactivity. 

In the past the periodic drinker, who was abstinent 
for prolonged periods, was termed a “dipsomaniac 
and his excess was attributed to a primary mow 
disorder by some. Some paranoid schizophrenics ce 
tainly drink like an alcoholic, the alcohol may also aid 
them in controlling their paranoid fears. Anotht 
group who masquerade as alcoholics are the wander 
ing vagrants, the simple schizophrenics, who a 
seldom hospitalized but frequently arrested. 

I was particularly interested in the observation ti 
the psychotic individual routinely does poorly # 
A. A. as he usually does in other groups. 
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Indications and Technics for Early 
Stabilization of the Neck in Some 
Fracture Dislocations of the 


Cervical Spine: 


ROBERT A. ROBINSON, M.D.,t and WAYNE O. SOUTHWICK, M.D.,3 


Baltimore, Md. 


The authors have considered principles and technics in managing these lesions. 
illustrative case reports point out the details and the prognosis. 


Introduction 


DISLOCATIONS, FRACTURES, AND FRACTURE-DIS- 
Locations of the cervical spine imply a me- 
chanical instability of the cervical spine 
between two vertebrae at any level of injury. 
The cervical spine normally gives protection 
to the spinal cord and its blood supply, the 
vertebral arteries and their associated sym- 
pathetic nerves, and the nerve roots emerging 
at each intervertebral foramina. This pro- 
tection is not only lost, but the safety of these 
structures is actively threatened by com- 
pression or transverse shearing due to one 
vertebral body moving across an adjacent 
vertebral body when the elements of the 
cervical spine become unstable. Obviously, 
the question arises then as to how best to re- 
gain cervical spine stability when it is lost. 
When a cervical spine injury is first sus- 
pected in a newly injured patient, extreme 
care in handling of the patient is immediately 
instituted because at that point no one knows 
exactly what degree of instability of the 
cervical spine exists. Five to ten pounds of 
traction are applied to the cervical spine by 
a head halter at once to give temporary sta- 
bility, and thenceforth the head-body relation- 
ships are maintained as constant as possible 
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until x-ray studies are obtained to evaluate 
the deformity of the cervical spine. If ex- 
amination shows a neurologic defect stemming 
from the cervical spine injury, 15 to 20 
pounds of skull traction can be applied even 
prior to x-ray examination to give even more 
head-neck-thoracic control. The goal is to 
quickly achieve mechanical control and sta- 
bility of the cervical spine and then to obtain 
adequate anteroposterior, lateral, and right 
and left oblique x-ray views of the cervical 
spine. 

The radiographs, in conjunction with a 
history extracted in as much detail as possible 
as to the mechanism of neck injury, and an 
examination of the patient particularly for 
head or body bruises and their location, allow 
one to decide if the cervical spine injury is 
due to anterior or anterolateral flexion of the 
head on the chest, or due to posterior or 
posterolateral extension of the head on the 
chest. 


Then comes the time for consideration of 
more definitive treatment. 


The flexion, vertical? and extension®* 
injuries of the cervical spine have been well 
described. The importance of oblique x-ray 
views is emphasized because in anterolateral 
flexion injuries only one facet at an inter- 
vertebral level of the cervical spine may be 
dislocated. This unilateral facet dislocation 
in our experience is often a difficult deformity 
to reduce by skull traction. It is often associ- 
ated with pain and weakness in the distribu- 
tion of only one cervical nerve root and has 
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in our hands been treated successfully by early 
reduction without laminectomy and with a 
Rogers’ type of posterior spine fusion. After 
operation, the patient can be mobilized 
quickly with only a light neck brace, and in 
experienced hands there is immediate relief 
of nerve root pain rather than increased 
neurologic deficit. 

If turning beds are available, patients with 
a deformity of the cervical spine are placed 
on these, usually on pillows, and a Foley 
catheter is inserted for constant bladder 
drainage if there is incontinence. Otherwise, 
such patients are placed flat on pillows on a 
foam rubber mattress over boards, in a regu- 
lar hospital bed. 


In flexion fractures with bilateral facet 
dislocation, 25 to 40 pounds of skull traction 
is often necessary in a straight-line pull to 
effect disengagement of the dislocated facets. 
As soon as this disengagement is shown by 
x-ray films taken at short time intervals, the 
weight is reduced to about 10 pounds while 
the facets are allowed to engage in a normal 
relationship as the head is extended on the 
shoulders. With extension, hyperextension 
and vertical injuries to the head and _ neck, 
where the superior of the two involved ver- 
tebral bodies may be dislocated posteriorly 
on the inferior one, then straight traction at 
20 pounds is often sufficient to effect re- 
alignment of the fracture fragments after 
which 10 pounds is often sufficient to main- 
tain reduction and stability. 

Two general situations seem to arise 
clinically following fracture-dislocation of the 
cervical spine. 

I. If reduction of the vertebral deformity 
is obtained by traction methods and no spinal 
fluid block is demonstrated by Queckenstedt’s 
test or myelogram, and the neurologic signs 
are absent, or incomplete and improving, then 
the future would appear to hold hope for the 
patient’s recovery even on a nonoperative 
regimen. In such a situation there are two 
therapeutic courses open. 

(1.) One is to hold the patient in traction 
after reduction until the maximum _ neuro- 
logic improvement is obtained, and then 
put the patient in a Minerva jacket or some 
other external support that will hopefully 
stabilize the neck for three to six months while 
the patient moves about in the vertical posi- 
tion. Not all of the spines treated in this way 
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eventually become free of pain or entirely 
stable, although a percentage, perhaps as 
many as 50%, spontaneously fuse at the level 
of injury, and therefore some may have to be 
fused later for pain or instability. 


(2.) The other course is to fuse the spine 
about 10 to 20 days after the injury if no cord 
lesion is present, or as soon as the rapid phase 
of improvement of the incomplete cord dam- 
age has occurred. In the case of dislocations of 
the upper third of the cervical spine, we 
agree with Forsyth, Alexander, Davis, and 
Underdal,* who point out that, “fractures of 
the odontoid process ... .” (when the fracture 
is not through the body of C-2 but in or at 
the base of the odontoid), “and rupture of 
the transverse ligament of the atlas with 
atlanto-axial dislocation, are lesions that at 
least hypothetically, heal poorly, displace 
easily, and carry a high rate of neurological 
morbidity when they do recur; we fused 
fourteen of eighteen cervical spines in this 
group.” In other words it appears that in the 
very high cervical lesions internal stabilization 
is preferable to external splinting, and one 
really has not as wide a latitude of choice as 
to fusion or external splinting as in cases of 
fracture-dislocations of the lower two thirds 
of the cervical spine. Kahn® stated Badgley 
pointed out that when reduction is easily ac- 
complished by traction redislocation is more 
likely -to occur, and this indication of in- 
stability may suggest the advisability of fusion 
in some cases of fracture-dislocation in the 
lower two thirds of the cervical spine. 


In general, we prefer the internal to the 
external stabilization of all cervical spine 
fracture-dislocations whenever it can be && 
pected to offer the following advantages to 
the patient:—(a) less permanent cervical spine 
deformity and the most complete reduction 
of the deformity possible; (b) less morbidity 
and external splinting; (c) earlier ambulation; 
(d) shorter bed and hospital confinement; and 
(e) increased protection over the long tem 
to the spinal cord and its vascular supply, the 
vertebral arteries and their accompanying 
sympathetic nerves. 


II. A second general clinical situation 
arises in relation to these neck injuries. If 
reduction of the vertebral deformity is not 
obtained by traction, and particularly if nerve 
root pain secondary to an unreduced fracture 
dislocation persists; and/or spinal cord Te 
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covery is not taking place; and/or signs of 
spinal cord damage are increasing; and/or 


‘tetraplegia is present,—then it seems the 


future does not hold as much hope for the pa- 
tient’s recovery On a nonoperative regimen. 
One may therefore desire to do three things 
at the same time: an open reduction (if it 
has not been achieved by skull traction 
methods); a laminectomy; and an internal 
stabilization of the cervical spine. If the pa- 
tient’s condition permits operation, consider- 
ing any associated injuries or complicating 
diseases, then these three things may all be 
done at the same time as was suggested in a 
recent editorial. As to the physiologic state 
of a patient on whom post-fracture dislocation 
surgery is to be performed, White? says that, 
“in the absence of a local wound, my own in- 
clination is to delay” (operation) “a few days 
until the patient is recovering from spinal 
shock, with a blood pressure that can be main- 
tained above 100 and a vital capacity of over 
1,000 cubic centimeters.” Often one may not 
have to wait “‘a few days” for this state if one 
feels earlier operation would be helpful. 


Case Reports 


Case 1. The first case is an example of a severe 
flexion deformity of the cervical spine at C-6-7 with 


bilateral facet dislocation. The head and neck were 
pushed forward on the thorax by a swinging tail gate 
of a dump truck that hit the patient on the back of 
the head. This 44 year old colored man had a 
tetraplegia for about a half hour after the accident 
but was only momentarily unconscious. Then, in 
traction, reduction was not obtained and his neuro- 
logic status that had returned almost to normal about 
one hour after injury started to deteriorate. This 
patient’s neck dislocation was openly reduced and 
fused under local anesthesia using the method of 
Rogers8 about 24 hours after injury. Subsequently, his 
sensory and motor paralysis gradually cleared, rapidly 
at first, but not completely over about one year. It 
was noted at the time of operation that the liga- 
mentum flavum was completely torn transversely be- 
tween the posterior arches of C-6 and C-7. The 
capsules of both facet joints were found to be dis- 
integrated at the C-6-7 level. No laminectomy was 
performed on this patient. 

As will be seen in figure 1,A, the inferior facet of 
the superior vertebra of the dislocated pair can im- 
pinge on a nerve root in such a forward dislocation. 
In figure 1,B, it will be noted that if the forward 
displacement of C-5 on C-6, for instance, is not com- 
plete before the posterior arches of C-5 and C-6 
(for example) are approximated by extending the 
head and neck, a more sharply located constrictive 
mechanism will be created around the spinal canal 
between the posterior superior lip of the body of 
C-6 and the inferior anterior edge of the lamina of 
C-5, than exists when the posterior arches of C-5 and 
6 are widely separated with a tear of ligamentum 
flavum. 


FIG. 1 


in) 
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In figure 1,C, the exposed superior facet joints 
of C-6 are visible at the level of the fracture dis- 
location. 


In figure 2, the method used for locking iliac bone 
to the spinous processes and posterior arches of C-5-6-7, 
for example, following a fixation injury at C-5-6 is 
illustrated. 


In figure 3, a 75% forward displacement of C-6 on 
C-7 is observed. When skeletal traction had been 


FIG. 3 


established the patient was placed on an operating 
table with a cerebellar head rest as in figure 4. The 
patient in figure 4 has an intranasal tube for tracheal 
intubation, but in the case of the patient whose neck 
is seen in figure 3, local anesthesia was used instead 
of general anesthesia. In figure 5, the cervical spine 
is observed three months after an open reduction anda 
fusion procedure similar to that sketched in figure 2. 
Figure 6 shows the number 20 stainless steel wire 
holding bone grafts next to the lamina and arches of 
C-4-5-6-7.. Two smaller wire loops were used under 
part of the bone graft to maintain the reduction of 
the flexion deformity that existed preoperatively. 
Figure 7 shows that 1214 months later the neck is 
well stabilized, and no change in neck position oc- 
curred in the intervening year between figures 6 and 7. 

Following operation the patient gradually regained 
sensation to touch and pain in the skin of the left and 
then the right side of the body. About three months 
postoperative he was able to move both legs and had 
regained bladder and bowel control. His positive 
Babinski sign bilaterally returned to normal in one 
year. He had by that time given up the use of a 
cane around the house, and could walk, sit, stand and 
lie down easily but he still had hyperactive reflexes 
in the legs and a very mild spastic paresis which dis- 
tinguished him from normal. There was no residual 
bladder infection after the ninth month following 
injury. 
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FIG. 6 


Comment. Actually this man’s situation 
perplexed us. We thought although he could 
be mobilized more quickly with internal 
stabilization rather than with external sup- 
port, and although the need for traction in 
the horizontal position ceased when the fusion 
operation was done, and although he could 
be much more easily nursed following oper- 
ation, nevertheless, we would like to have 
gained an equal amount of skeletal stability 
while at the same time we had been able to 
do a laminectomy. It was this frustration — 
the apparent inability to do a laminectomy 
at the same time that we stabilized the cervical 
spine in a reduced position,—(a frustration 
apparently shared to some degree by others?°), 
that actually led to the development of two 
operations which we will subsequently de- 
scribe in relation to four patients. 

Case 2. Laminectomy, and internal stabilization of 
the unstable cervical spine and, if necessary, open re- 
duction, can all be done either under local anesthesia 
or general anesthesia with nasal intubation at one 
Operation. 

In figure 8,B, one sees a flexion deformity at 
5-6 (as in figure 1, but already reduced). The re- 
duction is maintained by caudad traction via a 
Kocher clamp on the posterior spinous process of C-5. 
The facet joints at the level of dislocation as well as 
the ones above (and sometimes below) the level of 
dislocation are spread by a narrow, thin osteotome 
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inserted into the space of the facet joint and turned 
up slightly on one side. This permits the small 
neurosurgical sucker tip to be inserted into the facet 
joint just lateral to the ligamentum flavum. Then 
one drills a hole through the inferior facet into the 
facet joint space. The drill is withdrawn and a 
number 22 or 20 stainless steel wire is passed through 
the drill hole into the joint space. Its end is grasped 
by a Halsted hemostat and drawn out through the 
distal half of the joint space. This operation is re- 
peated at the two facets above the level of injury as 
well as at the level of injury and occasionally at the 
two articulations below the level of injury. These 
wires pulled taut about the posterior spinous process 
of C-7 or T-1, as shown in figure 9, then act as “reins” 
and maintain the reduction. A bilateral laminectomy 
can then be done between the wires while the spine is 
stabilized. The force applied by the wires as shown 
in the parallelogram of forces diagram in figure 9 
maintains the neck in extension by pulling its an- 
teriorly dislocated elements posteriorly and caudally. 
The wires alone will maintain the reduction, but 
sooner or later these wires would tear out of bone 
unless the neck was stabilized by a bony fusion at the 
level of the wire fixation. Therefore, bone is either 
laid down posteriorly as was done in the patient 
shown in figure 10, or about 10 days later through 
an anterior approach the intervertebral disk at the 
level of the dislocation is cleaned out and replaced by 
a block of bone. (See figure 9,A and references 1, 
11 and 12.) 

In figure 11, one sees a severe forward dislocation of 
C-6 on C-7. Three weeks after stabilization of this 
fracture by posterior wire “reins” and after a lami- 
nectomy, the patient’s cervical spine was exposed an- 
teriorly. A needle was inserted into the softened 
disk space for x-ray localization (Fig. 12) at the 
time of operation prior to removal of the inter- 
vertebral disk material. (The outline of the endo- 
tracheal tube is visible on the x-ray film.) The 
anterior ligament was intact at operation but the disk 
and the superior and inferior hyaline cartilage plates 
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of the C-6-7 disk space were fragmented. The disk 
was removed and a block of bone 0.9 by 1.5 by 1.5 cm. 
was inserted into the disk space (Fig. 13). This 
graft apparently consolidated in about two months. 
(One incidental finding is that the wire “reins” used 
in this type of fixation for flexion deformity appears 
to prevent a “swan neck” deformity that may be 
troublesome following an extensive laminectomy.) 
This particular patient (x-ray examinations of 
whose neck are shown in figures 11, 12, and 13) was 
a 50 year old colored male. Following a fall down 
some stairs he slowly developed a complete paralysis 
below C-7 in the 72 hours following injury. During 
that 72 hours, he was seen as an ambulatory out- 
patient complaining only of interscapular pain at 
two other hospitals, but when he became tetraplegic 
he was brought to The Hopkins by ambulance. He 
did not improve neurologically with skull traction 
during the first 24 hours after his hospital admission, 
even after the neck dislocation had been reduced. 
He was taken to the operating room for a laminectomy. 
However, the neck was so unstable that the dislocation 
recurred as the neck was exposed posteriorly for a 
laminectomy. It was then that the neck was openly 
reduced and stabilized internally with wire “reins.” 
The patient had no traction after the laminectomy 
and the wire fixation, but of course he did have the 
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anterior cervical spine fusion at C-6-7 three weeks after 
the laminectomy. He has gradually recovered sensa- 
tion in both lower extremities and now has the ability 
not only to move his legs and arms against gravity, 
but to walk quite normally on smooth surfaces and 
with one cane on rough terrain. His bladder and 
bowel function have returned. He is able to shower 
himself. His triceps muscles are weaker than normal 
but function well against gravity. His hand motions 
are well co-ordinated. He is now almost ready for 
hospital discharge eight months after injury. 

Case 3. Figure 10 shows x-ray views of the neck of 
an 18 year old white man.* On the right the cervical 
spine is seen after traction had been applied and a 
bilateral facet dislocation of C-5 on C-6 had been 
reduced. This patient presented as a tetraplegic at 
the Accident Room of The BCH on July 3, 1959. He 
was still tetraplegic from a motor viewpoint but 
showed return of pain sensation on the left, and 
touch on the right generally below the level of his 
injury, three weeks later when a laminectomy was 
undertaken to inspect the cord; to stabilize the 
cervical spine preparatory to putting the patient ina 
vertical position; and because the patient wanted 
“everything possible done.” Although some hope was 
held out for return of function in this patient whether 
a laminectomy was done or not, operation was under. 
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FIG. 9 


taken. Five strands of #30 wire were braided for the 
“reins” which were used to pull the inferior facets of 
C-5 and C-6 down toward the posterior spinous 
process of T-1. The spinous process of C-7 was 
fractured. Bone was packed about the facet joints after 
laminectomy. The patient two weeks postoperatively 
was placed in a cervical brace for vertical positioning 
and was cranked up in bed to about 45°. Gradually 
the return of bladder control occurred followed by 
return of sensation and voluntary control of the legs. 
On Oct. 28, 1959, three and a half months after injury 
the patient is walking unassisted. He is still wearing 
a light neck brace when upright but takes it off 
when lying down. He notes a lack of dexterity in his 
fingers, some hyper-reflexia persists in the lower ex- 
tremities, but plantar responses are almost normal 
and strength continues to return. 

Case 4. When extension or vertical injuries are 
present, the forces applied by the wire “reins” in the 
operation just described would tend to increase the 
vertebral deformity so another type of fusion pro- 
cedure was developed to allow one to stabilize a spinal 
deformity following such an injury, but still per- 
mitting a laminectomy to be carried out at the same 


*This patient’s x-rays and history are kindly supplied by Dr. 
Gerald Rubacky who cared for and operated upon this patient. 
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time as the stabilization. This procedure is sketched 
in figure 14. 

In figure 15, one sees x-ray pictures of a patient so 
treated. This 20 year old colored man was jumping 
rope when he caught his foot in the rope and ap- 
parently somersaulted and landed directly on the 
top of his head. He was brought to The Hopkins 
Hospital in a station wagon from a distance the day 
of the injury. He was tetraplegic below C-5 and in- 
continent. After two weeks in skull traction on a 
turning bed, it was decided to do a laminectomy since 
the posterior part of the body of C-5 had not been 
completely pulled out of the spinal canal by the 
traction, although the position of the two fragments 
of the body of C-5 which had been cleaved through 
its vertical axis had remarkably improved by traction. 
{n this instance the laminectomy was performed first 
and the cord was explored and the dentate ligaments 
were severed at three vertebral levels. Then a strut 
of tibial bone was placed up either side of the lami- 
nectomy site on the facets. The wires were placed in 
the facets just as in figure 8, but instead of carrying 
them down to the posterior spinous process of T-1 
they were simply used to clasp the tibial strut on 
either side of the spine. The lower loops are drawn 
tight first to hold the vertebrae forward above the 
level of fracture-dislocation. The patient has sub- 
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FIG. 12 
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FIG. 13 


sequently regained sensation all over his body. He 
can voluntarily move his left leg off the bed and bend 
his right knee. His bladder and bowel continence has 
returned. He is sitting up with a neck support three 
months after injury. His right leg is still quite spastic 
with ankle clonus, but traces of voluntary motion can 
be elicited. The right arm shows marked extensor 
weakness in wrist and elbow, but some flexor power 
has returned. The left hand and arm move well and 
are useful although moderate wrist and elbow extensor 
weakness persist. Recovery, however, is still occurring. 

Case 5. Figures 16 to 19 concern a 54 year old white 
man admitted to the Grace New Haven Hospital on 
Jan. 26, 1959, with a chief complaint of difficulties 
walking for the past one to two years. The onset of 
his difficulty was gradual, marked by some stiffness in 
both legs, a coarsening of the gait, and heaviness and 
weakness of his arms. He was walking with a crutch 
or a cane. He had no seizures or fainting spells but 
he had had chronic pain in the occipital region of 
his head for a year. 

Prior to x-ray examination the syndrome was 
thought to be primary lateral sclerosis of the spinal 
cord. X-ray studies of the cervical spine (Fig. 16), 
and myelogram (Fig. 17), revealed a subluxation 
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FIG. 14 driving accident four or five years ago which may haye 
been the causative factor for his neck deformity. He 
was able to walk at the time of admission but was 
very weak and had a very poor spastic gait. 

On Feb. 7, 1959, a cervical laminectomy of €-$45 
was carried out by Dr. William German which ®, 
cluded bilateral resection of the laminas as well 9 
section of the dentate ligaments. This was followed 
by a facet fusion of C-2 to C-6 during the game 
procedure. 

The laminectomy was done under endotracheal 
anesthesia. After the laminectomy was carried ofa 
large piece of iliac bone was obtained from the patignt 

and split in two. These were wired by two winegip 
eds ve C-2 and C-6 as is indicated by the x-ray views. On 
the right side three wires were passed through faeet 
joints at C-3, C-4 and C-5 which then encircled the 
iliac graft which had previously been anchored jp 
C-2 above and C-6 below. On the left side two Wits 
were passed through the inferior facets of C-3 gad 
C-4 out through the joints and around the iliac graft 
on the left. (The wire loop through C-5 pulled gm 
on the left and could not be used.) The patient Was 
then placed in a Minerva jacket, allowed to ambulaie 
and was maintained in this cast for a period ob 
weeks after which he was managed in a four poster 
brace for two months. At the present time the grafts 
appear solid, six months after operation, and no & 
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of C-3 on C-4 posteriorly, with a large block in the 
myelogram at this level. Upon finding this x-ray 
change, the history was again probed for an injury, 
and it was found that he was in a rather severe 
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FIG. 17 marked reduction in the weakness of his arms and 
legs. His reflexes are less active than before and he 
is walking without the aid of crutches or canes. The 
pain in the back of his neck has disappeared. 


Discussion 


There is a certain hopelessness regarding 
laminectomies after cervical spine injuries, 
but one thing is obvious:—if continuing 
pressure on the cervical cord after an acute 
injury plays any part in the neurologic pic- 
ture, and if by the relief of that pressure the 
cord has any chance of recovery, the sooner 
that cord pressure is relieved, the better. 

The second point is that internal stabiliza- 
tion of an unstable cervical spine can be more 
complete than external stabilization, and for 
this reason it can afford better protection to 
soft tissues intimately associated with the 
cervical vertebrae than can external stabili- 
zation. 


The third point is that laminectomy with 
stability of the neck may give better results 


FIG. 19 


ternal neck support appears necessary since he has 
excellent internal stability. The patient has shown 
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than laminectomy without stability. It is for 
this reason that we have devised two methods: 
one for flexion injuries of the neck, and the 
other for flexion, or extension and vertical 
injuries of the neck, by which both early in- 
ternal stabilization of the neck and lami- 
nectomy, as well as open reduction if neces- 
sary, may be accomplished at one operation. 
The neurologic damage may not always be 
due to residual pressure: for instance, after 
an acute neck injury, particularly when fol- 
lowing an obvious reduction of the bony de- 
formity, a free flow of spinal fluid on 
Queckenstedt’s test and/or a_ reasonably 
normal myelogram are obtained, complete 
paralysis persists or partial paralysis in- 
creases. In the cases of complete paralysis the 
cord may have been sheared off immediately 
following the accident causing an anatomic 
interruption of the spinal cord, or it may 
have been acutely pinched between the body 
of one vertebra and the posterior arch of 
the one below or above causing a _ physio- 
logic interruption of the cord. Such a pinch- 
ing mechanism may occur at the moment of 


FIG. 20 
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injury when the vertebral deformity was 
momentarily maximal. Even physiologic jp. 
terruption may apparently be permanent and 
not relieved by reduction of the vertebral de. 
formity. In such situations nothing may be 
gained by early laminectomy. On the other 
hand nothing will be lost in such a situation 
by early laminectomy and _ stabilization of 
the cervical spine by internal means, unless 
the patient is not able to tolerate the opera. 
tive procedure. Such stabilization allows the 
patient to be put in a sitting position earlier, 
reduces the amount of external splinting nee. 
essary to control the instability of the neck 
and particularly in the upper third of the 
cervical spine it is accepted as the best method 
of treatment by several experienced clinicians. 

One certainly can not disregard the im 
portance of considering laminectomy when 
the patient has had a progressive paralysis 
following injury or when he has a history of 
complete paralysis immediately after the 
injury, with partial recovery in the first 24 
hours after the accident and then a gradually 
increasing paralysis subsequent to that short 
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‘ity was riod of improvement. Whereas, one may _ become unable to walk by herself. A bilateral 
logic in- not be at all hopeful of help from laminecto- laminectomy was performed and the patient 
1ent and my, when complete paralysis immediately fol- _ started to improve while her neck was being 
bral de. lows an injury and remains complete, it cer- _ stabilized with head-halter-traction. In order 
may be tainly seems to have done no harm to two to effect a more stable mechanical situation 
he other patients reported here who had such a history. in the future, and to avoid the use of large 
situation The improvement of the four patients re- external splints in this elderly lady, an 
ation of ported here was certainly not nullified by the —_ anterior cervical spine fusion was performed 
S, unless Jaminectomy and stabilization procedure. with bone from her iliac crest three weeks fol- 
\€ opera- There is a great difference between the lowing her posterior laminectomy. 
lows the neurologic defect caused by a very severe and In another case we fused a cervical spine 
1 earlier, sudden trauma to the spinal cord and that in order to prevent such a series of events as 
ting nec- caused by a much “slower” or, perhaps we have just been reported. A 78 year old lady 
the neck should say, by a less forceful application of | had an osteoarthritic process involving the 
d of the pressure on the spinal cord over a longer time facets of C-2 and C-3. In order to abolish 
t method period, than one encounters in very forceful the progressive nature of the osteoarthritic 
linicians. fracture-dislocations of the cervical spine. In process and the increasing cervical spine 
the im such slowly progressive situations there isn’t subluxation (Fig. 22) and instability, fusion 
ny when any doubt that laminectomy is useful in at of the cervical spine was performed at C-2-3. 
paralysis least partly restoring cord function. For Fusion was between the posterior spinous 
Listory of instance, an example is afforded by the case processes with wire and bone according to 
fter the of a 75 year old lady with severe osteo- the general method of Rogers (Fig. 23). This 
> first 24 arthritis of the cervical spine. Due to the _ type of fusion could be done in this patient 
rr arthritic process the superior facet joints at since no decompression of the cord was neces- 
at short 


C-5 and the inferior facet joints of C-4 wore sary and therefore the posterior elements of 
away. C-4 moved forward on C-5 (Fig. 20) the involved vertebrae were intact. 

until over about six months she developed In other words, where there is evidence of 
cord compression and an almost complete slowly progressive spinal cord compression 
spinal block on myelogram (Fig. 21). She had this should be stopped by a fusion and a 
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FIG. 22 
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laminectomy which together can afford in- 
ternal stability of the vertebrae and some de- 
compression of the spinal cord. When the 
threat of compression due to vertebral in- 
stability is present a fusion alone is generally 
indicated. 

A laminectomy categorically 
contraindicated in those cases where the com- 
pression is caused by acute forceful trauma. 
We do suggest that fusion or internal stabili- 


c 


zation with later fusion accompany such 
laminectomy so that instability of the cervical 
spine will not, subsequent to the laminectomy, 
cause further trauma to the spinal cord and 
the vertebral arteries. This possibility is not 
an exaggeration since laminectomy does not 
really - free the cord completely from it 
anterolateral attachments to the anterior wall 
of the bony spinal canal.5 


Summary 


Laminectomy and fusion following cervical 
spine fracture-dislocations have been dis 
cussed. Two methods are presented for it 
ternally stabilizing the cervical spine at the 
same time bilateral laminectomies are per 
formed: one for flexion injuries and another 
for extension injuries as well as flexion 
injuries. 


References 


Robinson, R. A.: Fusions of the Cervical Spine (E- 
torial), J. Bone & Joint Surg. 33-B:543, 1951. 
Schneider, R. C., Cherry, C. R., and Pantek, H.t Sw 
drome of Acute Central Cervical Spinal Cord Injen 
With Special ‘Reference to Mechanisms Involved i 
Hyperextension Injuries of the Cervical Spine, i 
Neurosurg. 11:546, 1954. i: 
Barnes, R.: Paraplegia in Cervical Spine Injures, J. 
Bone & Joint Surg. 30-B:239, 1948. 

Forsyth, H. F., Alexander, E., Jr., Davis, C., Jr, and 
Underdal, R.: The Advantages of Early Spine Fuse 
in the Treatment of Fracture Dislocation of the 
Spine, J. Bone & Joint Surg. 41-A:17, 1959. 


578 
MAY 1 
4 
pr 
B : Ins 
fi 
In 
en 
or 
inc 
pre 
vol 
hav 
um 
fle 
fus 
: 
uot 
l 
stre 
bra 
3 4 
i 
4 
A 
B 
\ 
~ 


such 
ervical 
ctomy, 
rd and 
is not 
es not 
om its 
or wall 


cervical 
en dis 
for it 
at the 
re per 
another 
flexion 


pine 
ord Injury 
nvolved 


Spine, J: 
Injures, } 
pine 


Fuse 
the Cervical 


VOLUME 53 


Schneider, R. C.: Syndrome of Acute Anterior Spinal 

Cord Injury, J. Neurosurg. 12:95, 1955. 

6. Taylor, A. R., and Blackwood, W.: Paraplegia in Hyper- 

extension Cervical Injuries With Normal Radiographic 
Appearances, J. Bone & Joint Surg. 30-B:245, 1948. 

> Taylor, A. R.:_ The Mechanism of Injury to the Spinal 

* Cord in the Neck Without Damage to the Vertebral 

Column, J. Bone & Joint Surg. 33-B:543, 1951. 

8. Rogers, W. A.: Treatment of Fracture Dislocation of the 

* Cervical Spine, J. Bone & Joint Surg. 24:245, 1942. 

9, Kahn, E. A.: On Spinal-cord Injuries, J. Bone & Joint 
Surg. 41-A:6, 1959. 

10. White, J. C.: Injuries to the Cervical Cord (Editorial), 
J. Bone & Joint Surg. 41-A:11, 1959. 

ll. Smith, G. W., and Robinson, R. A.: The Treatment of 
Certain Cervical Spine Disorders by Anterior Removal of 
the Intervertebral Disc and Interbody Fusion, J. Bone 
& Joint Surg. 40-A:607, 1958. 2 

12. Southwick, W. O., and Robinson, R. A.: Surgical Ap- 

proaches to the Vertebral Bodies in the Cervical and 

Lumbar Regions, J. Bone & Joint Surg. 39-A:631, 1957. 


o 


Discussion (Abstract) 


Dr. Floyd E. Bliven, Augusta, Ga. Management of 
cervical injuries in which the skeletal displacement is 
accompanied by cord or root compression is not yet 
well defined so this thoughtful review of problems 
and lucid presentation of technics is most pertinent. 
Let us emphasize again with the authors the two 
principles of treatment. (1) Stabilization of the spine 
must be obtained early and maintained. (2) Compres- 
sion of the spinal cord and roots should be relieved 
and sooner rather than later. These principles are 
inseparable. Much of our present confusion in de- 
fining better management has occurred in assessing 
end-results of procedures in which either instability 
or compression was disregarded. 

As the indications for laminectomy expand it is of 
increasing importance that methods allow decom- 
pression without risk of additional cord or root in- 
volvement subsequent to the procedure. The authors 
have added new technics attaining stabilization at the 
time of laminectomy. In the first. procedure for 
flexion injuries initial security obtained by means of 
wire reins is made permanent by an anterior interbody 
fusion three weeks later. The reins not only hold reduc- 
tion but also restore cervical lordosis. The advantages 
of anterior fusion of the vertebral bodies are several. 
(1) The procedure is accompanied by minimal surgical 
stress and bleeding. (2) Postoperatively a light neck 
brace alone is sufficient. (3) Fusion occurs rapidly 
under compression. Technics of anterior fusion have 
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been advanced by Robinson and Smith, and by 
Badgley and Bailey; our experience has led us to 
favor this approach to cervical fusion when possible. 
At the present time we use a slightly larger wedge 
which is not countersunk but props the cortices as 
well as the end-plates of the vertebral bodies. 


In their second method for both extension and 
flexion injuries, fixation of the facet joints appears 
stronger and more physiologic than wiring together 
the posterior spines. Its unique feature is the in- 
corporation of a vertical strut securing. permanent 
stabilization even with a large laminectomy defect. 
This method will undoubtedly be a frequent choice in 
these difficult situations. 

While the authors favor internal fixation to external 
fixation for cervical stability, a method which may 
sometimes be valuable is the cervical halo developed by 
Dr. Vernon Nickel and his associates at Rancho Los 
Amigos in California. The control of position is pre- 
cise and sure; at the same time traction can be added. 
The hal@® can be applied quickly. Once applied, oper- 
ative anesthesia, exposure for laminectomy and 
posterior fusion, and temporary stability have been 
achieved. It can be discarded after two to three weeks 
at the time of operation if anterior fusion is done. A 
limiting factor, of course, is the body jacket or brace 
requiring meticulous attention to the skin when the 
sensory impairment is extensive. 


In the favorable situation where there is a choice 
of operative or nonoperative management, the ad- 
vantages of internal stabilization given are a useful 
guide. Others, including Rogers in his classical papers 
and Forsyth in a recent review, have favored surgical 
intervention. Increasing costs of hospitalization and 
also the increasing risks of late re-injury will encourage 
more advocates. After all, preservation of recovered 
function is as important as the recovery of lost function. 


The last point in the authors’ discussion is that 
laminectomy with stability of the neck may give better 
results than laminectomy without stability. This point 
challenges our efforts using the methods presented 
here today. We look to the future for more answers. 
Already our authors whose contributions have been 
considerable have brought new cheer and confidence 
to this problem. 


ee 
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The management of * 


interpretation in later years. 


HYPERTENSIVE VASCULAR DISEASE with its re- 
lentless progress resulting in damage to the 
heart, brain, and kidneys constitutes a major 
medical challenge in which drug therapy has 
produced good results, although the etiology 
and pathogenesis of the disease remain un- 
known. 

In the past 10 years many therapeutic agents 
and combinations of agents have been investi- 
gated in an effort to find the most effective 
and safe means of preventing disability and 
prolonging life of patients with hypertensive 
disease. Evaluation of the effectiveness of 
treatment is difficult for several reasons: 

(1) The natural history of the disease with- 
out treatment is unpredictable.1 Some patients, 
for no apparent reason, develop so-called 
malignant hypertension and die within a few 
months, whereas others, regardless of treat- 
ment, may remain relatively free of symptoms 
for years despite a significant degree of dia- 
stolic hypertension. 

(2) There is marked variation in diagnostic 
criteria and in methods of evaluation of the 
severity of disease, making comparisons be- 
tween groups of treated patients difficult. 
(3) Complicated treatment plans conducted 
by hospital personnel with the patient at bed 
rest may not be equally as effective or safe 
when applied to an ambulatory patient taking 
his own medications. 

(4) The degree and consistency to which 
the suppression of diastolic pressure will pre- 


*Read before the Section on Medicine, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 

+From the Department of Medicine, University of Tennessee 
College of Medicine, Memphis, Tenn. 


Recent Advances in the Treatment of 
Hypertensive Cardiovascular Disease: 
GLENN M. CLARK, M.D., and STANLEY KAPLAN, M.D.,t Memphis, Tenn. 


essential” hypertension by drugs continues with a constant flow of new drugs 
or variations of those produced first several years ago. What the ultimate effects of this treatment 
will be no one can guess, and another ten or fifteen years will be needed to demonstrate a clue 

as to what the final picture will be. Careful studies need to be built up for 


vent vascular damage over long-term follow- 
up have not been established.? 

Since May of 1957, 650 patients with dias 
tolic hypertension have been studied in the 
Outpatient Clinics of the University of Ten- 
nessee College of Medicine. During the first 
year, our chief effort was directed toward find- 
ing patients with vascular or metabolic lesions 
which might be cured by appropriate surgery. 
Nearly one half of the patients studied were 
found to have pyelonephritis, and their subse- 
quent course will be the subject of another 
report. 

Prior to initiating the present study, the pa- 
tients considered to have essential hyperten- 
sion were treated according to the following 
schedules: * 

Schedule 1. Rauwolfia (Serpasil) in dosage 
gradually increased to 0.25 mg. q.i.d. 

Schedule 2. WHydralazine (Apresoline) in 
dosage gradually increased at weekly intervals, 
starting with 25 mg. q.i.d. to a final dose of 
100 mg. q.i.d. 

Schedule 3. Ganglionic blockade (Inver 
sine) in a dosage of 2.5 mg. b.i.d. gradually 
raised to a level giving satisfactory standing 
diastolic pressure, unless side-effects limited 
dose. 

The drugs were given step-wise with sched- 
ule number one being given first, and the 
second and third schedules being added in 
sequence unless the patient showed adequate 


*1. Patients over 60 with mild to moderate degrees of dia 
stolic hypertension were not admitted to the study. 

2. Hydralazine was not given to patients with severe col 
gestive failure. 

3. Ganglionic blockage was not attempted in patiénts with 
severe angina, significant renal insufficiency, oF marked 
cerebral insufficiency. 
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TABLE 1 


METHOD OF GRADING PATIENTS 
Composition of the Severity Index® 


0 I 
—— for 95 or less 96-100 
past year 
(American Heart Assoc.) 0 ee 
Renal 
Proteinuria (1-4+) 0 1+ 
BUN. (Mg./100 ml.) 
(Keith-Wagner) 0 I 
Signs 0 0 


2 3 
111-125 126-140 over 140 
Il Ill IV 
2+ 8+ 
over 25 ona 35 
Il Iv 
Severe Old 
headache or fresh stroke 


*Where a panel is graded by two components, the sum of the estimated units is divided by two to establish the value for that 


**Patient without symptoms but with cardiac pathology. 


Modification of method of Corcoran, Dustan, Taylor, and Page.’ 


response or developed some contraindication 
for therapy with a given agent. 

In accordance with the experience of others, 
the majority of patients showed a good re- 
sponse to this regimen.** Of 263 patients on 
which long-term follow-up is available, 163 
have maintained a sitting diastolic pressure of 
100 mg. Hg. or less. 

With the introduction of chlorothiazide and 
its derivatives, it was decided to re-evaluate 
our patient pool and to study the effect of the 
addition of dihydrochlorothiazide to the pre- 
vious treatment schedule of those patients 
with well-documented diastolic hypertension 
who had not shown completely satisfactory 
response to one or more of the previously de- 
scribed courses of therapy. The findings of 
this evaluation in 100 such patients are the 
subject of this report. 

In an effort to produce data which may be 
compared to those of other studies, the sever- 
ity of vascular disease was estimated by a mod- 
ification of the method of Corcoran and 
co-workers? with grades of severity assigned 
from 1 to 4 according to degrees of, (1) in- 
crease in diastolic pressure, (2) severity of 
congestive failure, (3) severity of renal dam- 


age, and (4) extent of cerebrovascular damage. 
Table 1 shows the details of this method of 
evaluation. 


The total severity indices of the 100 patients 
ranged from 6 to 12 with a mean index of 
9.12. The past history of the group showed a 
total of 136 periods of hospitalization for 
severe encephalopathy and for 24 cerebrovas- 
cular accidents. The average age of the pa- 
tients was 56 years and the average time of 
observed hypertension was 7.3 years. No pa- 
tient was considered who had shown a re- 
corded sitting diastolic pressure below 100 
mm. of mercury in the past year. 

Dihydrochlorothiazide, in a dosage of from 
100 to 150 mg. per day, was added to the pre- 
vious therapeutic regimes of four groups of 
patients failing to reach a diastolic pressure 
below 100 with: 

1. Rauwolfia alone, 

2. Rauwolfia and hydralazine, 

3. Hydralazine alone, or 

4. Rauwolfia, hydralazine and ganglionic 

blockade. 
The original severity indices of these four 
groups are shown in Table 2. 


TABLE 2 
SEVERITY INDICES OF FOUR TREATMENT GROUP 
Diastolic Total 
1. Rauwolfia Cerebral Renal Pressure Cardiac Index 
2.94 12 2.97 1.84 8.3 
2 Raawolfia 
3.00 0.75 3.27 191 9.0 
alone 3.15 2.0 3.2 2.25 11.6 
4. Above with 
3.15 1.6 3.68 1.87 10.14 
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TABLE 3 


Pretreatment 
Mean Diastolic 
essure 
. Rauwolfia 
alone 136.9 
(32 patients) 
. Rauwolfia 
and 


hydralazine 
(44 patients) 
. Hydrazaline 
alone 
(5 patients) 
. Above with 
ganglionic 
blockade 
(19 patients) 
5. Entire 
group 


*Standing 
**Supine 


Mean Pressure 
on Previous on the Addition of 
Schedule Dihydrochlorothiazide 


113.3 90.0 


Mean Pressure 


The patients were seen at monthly intervals 
as ambulatory patients. They were given in- 
structions regarding the method of taking the 
medicine, and warnings regarding the report- 
ing of any side-effects noted. Periodic estima- 
tions of levels of serum potassium and urea 
nitrogen were performed. 

Comparison of the pre-treatment diastolic 
pressures shown in Table 3 to those after the 
various treatment schedules shows a marked 
fall in pressure, perhaps to a fairly safe level, 
but not to our arbitrarily chosen value of 100 
mm. of Hg. for ambulatory patients. The 
addition of dihydrochlorothiazide in each 
treatment group produced marked response, 
giving mean diastolic pressures well below 100 
mg. of Hg. in every group except the supine 
ganglionic blockade. The improvement has 
been maintained for periods ranging from 10 
to 16 months. 

Discussion 


Of the 100 patients studied, 4 were lost to 
follow-up and all of the remainder showed at 
least a minimal fall in diastolic pressure when 
dihydrochlorothiazide was added to the pre- 
vious regime. Eighty-three of the patients 
obtained diastolic pressure readings below 100 
mm. of mercury. Many of the patients re- 
quired 150 mg. of drug per day before maxi- 
mum response was observed. 

Of the 17 patients failing to maintain dia- 
stolic pressures below 100 mm. of mercury; 4 
were lost to follow-up, 6 had severe renal in- 
sufficiency (including 2 who died of uremia), 
2 showed evidence of not taking the drugs, 
and 5 had postural hypotension limiting in- 
take of ganglionic blocking agent. 


A comparison of the indices of severity of 
the “failure” group, to those of all the patients 
is shown in Table 4 and indicates that the 
only significant difference in the two groups 
is in the degree of renal damage. 

Further observation will be necessary before 
it can be determined whether sustained sup- 
pression of diastolic pressure will prevent en- 
cephalopathy and cerebrovascular accidents, 
However, in this group of 100 patients, witha 
past history of a mean incidence of hospitali- 
zation for 21 periods per year because of 
strokes or encephalopathy, follow-up for 
periods of 10 to 16 months has revealed no 
further episodes. 

Others have reported success in preventing 
renal damage by early treatment of patients 
with diastolic hypertension.2*8 We have, a 
yet, no data regarding this possibility. We 
have found those patients already exhibiting 
a severe grade of renal insufficiency to be 
most difficult to manage since, with the pot 
sible exception of hydralazine, drugs effective 
in reducing diastolic pressure reduce renal 
blood flow and bring about increased nitro 
gen retention. 


Toxic reactions have been infrequent. Dur 
ing the first two months of therapy, there was 
some suppression of potassium levels. One pe 


TABLE 4 


SEVERITY INDICES OF TREATMENT FAILURES 
COMPARED TO THOSE OF TOTAL GROUP 


Diastolic 

Cerebral Renal Pressure Cardiac 

Entire group 3.02 90 3.25 1% 
Treatment failures 3.03 2.3 3.53 
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tient developed digitalis intoxication at the 
level of 3.3 mEq./L. However, as therapy pro- 

, the serum potassium again rose, and 
there was little difference in the mean levels 
at the beginning and end of the periods of 
observation. In our experience, potassium de- 
pletion was not a problem, except in those 
patients in congestive failure, who had been 
taking digitalis and experienced marked 
diuresis. Retention of nitrogen was observed 
in those patients with severe renal damage, 
and it is our opinion that the chlorothiazide 
derivatives should be given carefully, if at all, 
in such patients. 


Conclusions 


1. Most patients with moderately severe 
diastolic hypertension can be effectively con- 
trolled with combinations of Rauwolfia, hy- 
dralazine, ganglionic blockade and chlorothi- 
azide and its derivatives. 

2. The most serious deterrent to effective 
therapy is severe renal insufficiency. 

3. Preliminary observations indicate that 
strokes and episodes of encephalopathy can 
be prevented by effective control of blood 
pressure. 

4. Toxicity encountered with the use of 
dihydrochlorothiazide has not limited the use- 
fulness of the drug. 
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Discussion (Abstract) 


Dr. Raymond F. Grenfell, Jackson, Miss. This ex- 
cellent paper by Drs. Clark and Kaplan provides us 
with a fine long-term, as well as short-term, study of 
various antihypertensive agents currently in use. 

I think it is quite apparent to all of us who work 
with hypertension that this problem has many facets 
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and as yet no wholly complete treatment regimen for 
this very common and perplexing condition. The use 
of various agents by Drs. Clark and Kaplan is an ex- 
cellent and necessary approach to the management of 
hypertensive patients. With the advent of the current 
drugs, as well as those that are still in the investiga- 
tional stage, there has been a considerable increase in 
weapons that we have available to combat this prob- 
lem. However, this is a two-edged sword and has mixed 
blessings in that no simple treatment of high blood 
pressure by the usual tablet three times a day is safe 
or effective in all patients. Thus, careful observation 
and regulation of dosage and addition of various drugs 
is vital if successful therapy is to be achieved. This 
requires a careful evaluation and approach by the 
physician and also necessitates the indoctrination of 
the patient by the physician on the first visit that 
treatment is begun. He must be told that a complex 
problem has presented itself and will require patience 
and forebearance on his part. Once the patient has 
been impressed with the necessity of permanent treat- 
ment and observation and with the usual changes in 
dosages in medicine that are necessary, cooperation 
usually follows. 

Because of the many drugs being available together 
with the different results being obtained by various 
workers in this area, Dr. James G. Hilton, now at Mar- 
quette University, joined me nearly 4 years ago in a 
double-blind study that is still being conducted at the 
University of Mississippi Medical Center. Quite sur- 
prisingly, statistical analysis up to 59 weeks of paren- 
teral administration of placebos shows a significant 
decrease in the systolic blood pressure. In those pa- 
tients who received the hydrogenated alkaloids of ergot 
there was also a significant decrease in the systolic 
blood pressure for 59 weeks. In all patients who re- 
ceived parenteral therapy, whether drug or placebo, 
the diastolic blood pressure has remained considerably 
lower than in controls for 135 weeks. This period is 
the point to which the analysis has been carried. This 
phase of the study continues so that it may be deter- 
mined how long the effect of parenteral placebos will 
last and what the long range effects are of maintain- 
ing a lower blood pressure whether this be by placebo 
or drug. 

In the oral study we have found no significant de- 
crease in the systolic or diastolic pressure following 
the administration of a placebo. The administration 
of dihydroergocornine has caused no _ significant 
decrease in the diastolic or systolic blood pressure. 
A combination of Rauwolfia, protoveratrine and 
phenoxybenzamine hydrochloride (Dibenzyline) pro- 
duced commercially as Mio-Pressin has caused a signifi- 
cant decrease in the systolic and diastolic pressure. 
Hydergine 5 mg., which is available only for investiga- 
tional use, when given as 15 mg. daily, is followed by 
a significant decrease in the systolic and diastolic blood 
pressures. This caused a decrease in the mean blood 
pressure of 18.9 mm. (diastolic plus 1/3 of the pulse 
pressure). This compares with a reported range of ef- 
fectiveness of Rauwolfia from 0 to 22 mm. It is also 
noteworthy that Hydergine has been free from side- 
effects. A long-term study is being conducted to deter- 
mine whether this drug is effective for longer than 12 
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weeks. Various other drugs are being studied with the Drs. Clark and Kaplan, is quite important and pm 

double-blind technic using the oral and parenteral vides a real contribution to this problem with its 

base lines that have been established. new mushrooming forms of treatment that are cop. 
In conclusion, work such as this being conducted by stantly appearing. 


T 

I 

P 

te 

b 

u 

ARE YOU MOVING? : 

$2 

Please send the following to: Southern Medical Association : 

2601 Highland Avenue, Birmingham 5, Alabama P 

(Please print) 

di 

m 

Old Address: New Address: . 

of 

ti 

tic 

pl 

tic 

la 


Pd 
es 
ge 
Ca 
40 
an 
| 
ve 
Ass 
\ 
. 


eevee 


Diverticulitis of the Colon: 


H. R. REICHMAN, M.D., and GLEN H. WALKER, M.D.,t Salt Lake City, Utah 


The authors consider the complications of diverticulitis and what might be done 


surgically from a preventive standpoint. 


IT SEEMS LOGICAL to assume that any untreated 
pathologic process affecting mankind is likely 
to have followed a similar pattern since the 
beginning of time. The course followed by 
each disease entity once known and described 
can be expected to follow in the same pattern, 
unless the disease is terminated or altered by 
man’s therapeutic intervention. 

A description of diverticula first appeared 
in Baillie’s Morbid Anatomy in 1793.2 
Diverticula appear in the colon of man in the 
same way today. Until the cause of the diver- 
ticula is known, it is unlikely any prophylactic 
measures can be taken to prevent their ap- 
pearance. 


Virchow,? in 1853, introduced the terms 
“peridiverticulitis” and “chronic adhesive 
peritonitis.” These entities occur today as 
complications of diverticulitis. (See Fig. 1.) 

Moynihan,’ in 1906, presented a treatise on 
diverticulitis emphasizing how this disease 
mimics malignant disease. A year later Mayo* 
presented five patients operated upon at the 
Mayo Clinic for diverticulitis. Diverticuloma 
of the colon is a well-recognized complica- 
tion of diverticulitis today. The difficulty 
in differential diagnosis between a diver- 
ticuloma and a carcinoma has been em- 
phasized and it is now well understood. Diver- 
ticulosis of the colon no doubt exists wholly 
unsuspected in a large segment of our popu- 
lation. It appears impossible to accurately 
estimate the incidence of the disease in the 
general population. Statistical studies® indi- 
cate that perhaps 10% of the population over 
40 years of age have diverticulosis. Of this 
number 20% will likely develop diverticulitis; 
and of this number 10 to 15% are apt to de- 
velop complications which will require surgi- 
cal intervention. 


*Read before the Section on Proctology Southern Medical 
Association, Fifty- 
vember 1619, — Annual Meeting, Atlanta, Ga., No 
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The incidence of diverticulitis increases in 
older age groups. Welch’s® study shows this 
figure to reach about 66% of all people at age 
85. With the average life expectancy being 
constantly extended, it is to be expected that 
the incidence of diverticulitis will increase, 
paralleling the increase in population in the 
older age groups. It could well be that diver- 
ticulitis and its complications may become 
the most common problem in colonic disease. 

At the present time, complications of diver- 
ticulitis, such as perforation, abscess, fistula 
formation, obstruction, and massive hemor- 
rhage, have become generally accepted as 
complications demanding surgical treatment. 
Diverticulitis still mimics carcinoma and 
when a differential diagnosis cannot be made, 
operation is the indicated and accepted treat- 
ment. The coexistence of diverticulitis and 
carcinoma has been reported by Leader as in- 
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frequent, coexisting in 1.5% of cases in their 
report. Ponka, Fox, and Brush’ have reported 
an incidence of 21%. Rowe and Kollmar,? in 
a comprehensive review, gathered 62 cases of 
carcinoma and diverticulitis coexisting in the 
same segment of colon. It has become quite 
generally accepted that diverticulitis does not 
predispose to malignant disease. The in- 
cidence of both of these diseases increases in 
the older age groups. With the length of life 
expectancy being constantly extended it is to 
be expected that this problem will be en- 
countered more frequently and more such 
cases will be encountered. 


In recent years elective surgical intervention 
has been advocated by many as a means of 
preventing complications, rather than _ re- 
serving surgery as a means of treating com- 
plications. This suggestion has merit in many 
cases. Those who advocate elective surgical 
treatment emphasize it is possible to eradicate 
the disease by a one stage procedure. In the 
majority of cases with surgical complications 
two or three stage procedures are usually re- 
quired. In addition to the diverticulitis the 
patient is thus subjected to the ravages of the 
complications as well as the additional surgery 
with the hazard of increased mortality and 
morbidity. Furthermore, the economic loss 
of time and cost of hospitalization is a major 
consideration. Those who would treat the 
disease conservatively point out that no matter 
how minimal, operation is nevertheless ac- 
companied by risk. Obviously no patient 
desires a major operation that can be avoided. 
Also no conscientious surgeon would advise a 
surgical procedure which is not clearly indi- 
cated. The question remains, at what point 
does the doctor advise surgery in cases of 
diverticulitis. 

In an effort to make a critical study of the 
type of treatment given patients with diver- 
ticulitis, a study of 202 case records of patients 
with diverticulitis was made. Cases reported 
as diverticulosis only were not included. The 


TABLE 1 
DIVERTICULITIS 


Total Patients Excluding Newborns— 
January, 1955 to April, 1959 
83,376 


Admissions for diverticulitis—(same period) 


Males 
Females 


TABLE 2 
DIVERTICULITIS 


Youngest patient admitted 
Youngest surgical patient 
Oldest patient admitted 
Oldest surgical patient 


records studied were from private patients 
from the records of the Latter Day Saints 
Hospital, in Salt Lake City, from Jan. 1, 1955, 
to April 1, 1959. 

During this period there were 83,376 hospi. 
tal patients, excluding newborns, and 45,758 
surgical procedures were done. 

During tlie same period this hospital hada 
waiting list for admissions. It was often four 
weeks before a patient for elective surgery 
could be admitted. Many cases of mild diver. 
ticulitis were undoubtedly diagnosed, and pa- 
tients treated on an outpatient basis due to 
the hospital bed shortages. 

It is of interest that of the 202 cases there 
were 127 women and 75 men. The proportion 
of women was much larger than is reported in 
most series. No explanation can be given for 
this finding (Table 1). 

The age distribution shown in table 2 con 
forms to that which would be expected with 
the greatest incidence being between the fifth 
and seventh decades of life. The youngest 
patient admitted was 26 years of age and the 
oldest 88. The youngest surgical patient was 
26 and the oldest patient operated upon 
was 86. 


Of the 202 cases, 104 or slightly over one- 


TABLE 3 
CARE 


Surgical 
Medical 
Admitted for care of nonmajor problems 


TABLE 4 
ADMITTING DIAGNOSIS 


Diverticulosis with diverticulitis 
(with or without perforation) 


ose 8 
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TABLE 8 
ADMITTING SURGICAL DIAGNOSIS 


TABLE 5 
ADMITTING SYMPTOMS 
Abdominal pain 139 
Abdominal colic 42 
nausea, vomiting, 

[oo in bowel habits) 95 
Blood in stools 54 
Urinary symptoms 15 
Pain LLQ aggravated with food ingestion 

or defecation 10 
Referred pain (L. sciatic or L. shoulder) 2 
Chills 10 


half the patients were treated medically. In 
47 the diverticulitis was considered a secondary 
problem to other major disease. Out of the 
total, 51 or approximately 25% were treated 
surgically (Table 3). 

The admitting diagnosis is shown in table 
4, tabulated to show the majority of these 
diagnoses. It can readily be noted that most 
of these patients were admitted with acute 
disease and as having emergency problems. 

The dominant symptoms on admission are 
tabulated in table 5. This again emphasizes 
the acuteness of the condition when the pa- 
tient was admitted to the hospital. As would 
be expected, abdominal pain and symptoms 
referable to the gastrointestinal tract were 
the major symptoms. 

It is of interest to note that 54 of these pa- 
tients had blood in the stool. There were 15 
who had symptoms simulating urinary disease. 

On physical examination 25 of the patients 
were found to have a palpable mass. The lo- 
cation of the mass is shown in table 6. 


This study is primarily concerned with the 


TABLE 6 
PHYSICAL FINDINGS 
Palpable masses 

Abdominal 14 
Abdominal and/or pelvic 1 
Pelvic 5 
Rectovaginal 2 
Fullness LLQ 3 

25 


TABLE 7 

SURGERY 
Total operative procedures (Jan., 1955, to Apr., 1959) 45,758 
Operations for diverticulitis (same period) 51 
Requiring 2 operations 14 
Requiring 3 operations 2 


Elective segmental resections 


Emergencies 
Hemorrhage 
Tumor of colon (sigmoid) 
Abdominal or pelvic tumor 
Possible acute appendix 
Bowel obstruction 
Sigmoidovesical fistula 
Diverticulitis with perforation 
Tubovarian abscess 


cases treated surgically. During this period 
51 patients or approximately 25% were 
treated surgically (Table 7). 

As may be noted in the table, 14 of these 51 
patients were operated upon a second time 
or as a two stage procedure. Three patients 
were operated on a third time or had a three 
stage procedure, making a total of 16 cases or 
29% who had multiple stage procedures. 

Noted in table 8 is the admitting diagnosis 
on the patients subsequently undergoing 
operation. It will be noted that of 11 cases, 
or 21%, the patients were admitted for elec- 
tive resection of the colon. The remaining 
patients had acute emergency procedures 
done. 

The type of operation done as a primary 
procedure is listed in table 9. 

The procedures done as second stage pro- 
cedures are listed in table 10. 

The cases operated as third stage procedures 
are listed in table 11. 

Consideration of the 17 cases primarily ad- 
mitted for severe bleeding, is shown in table 
12. In eight of the cases, or in about 50%, 


TABLE 9 
PRIMARY PROCEDURE 


Segmental resection 
Excision of diverticulum 


Closed abdomen— inflammatory sigmoid mass (planned 
resection after antibiotic therapy) 


I & D of localized abscess 

Biopsy of sigmoid—mesentery mass 
Drainage of abdomen with colostomy 
Lysis of adhesions 

Sigmoid mass—colostomy 

Proctoscopic excision of polyp 

Excision of polyp and appendectomy 
Total colectomy for massive hemorrhage 
Colostomy for sigmoidovesical fistula 


Total 


1960 VOLUME 53 
11 
% 9 
% 5 
% 
atients 
Saints 
hospi- 
hada 
four 
surgery 
| diver- 
ind. pa- 
due to 
s there 
portion 
rted in 
ven for 
2 con- 
with 
he fifth 
oungest 
und the 
ont was 
upon 
er one: 
| 


SOUTHERN MEDICAL JOURNAL 


TABLE 10 
SURGERY: 2 STAGE PROCEDURES 
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TABLE 12 
PATIENTS ADMITTED WITH HEMORRHAGE 


Colon resection with closure of colostomy 
Abd 1—perineal resection 
(Diverticulitis and associated ulcerative colitis) 
down of colostomy and end-to-end anastomosis 


Colostomy for release of postoperative obstruction 


there was an associated carcinoma. This poses 
a question as to the number of unrecognized 
neoplastic lesions which very possibly were 
present in an u ized state in the re- 
maining 37 cases which had rectal bleeding 
on admission. 

The deaths in this series of 202 patients are 
listed in table 13. 

It is interesting to note that the surgical 
mortality compares favorably with the medical 
mortality even though only the acute compli- 
cated cases were brought to operation. The 
cause of death in the three surgical cases is 
listed. Large bowel obstruction occurred in 
an 86 year old patient, who died following 
surgical decompression. 

It would seem from these case studies that 
patients with advanced diverticulitis in 
general receive good medical care. From this 
small series surgical mortality cannot be ade- 
quately adjudicated. The three deaths are not 
unanticipated, as in an 86 year old patient 
with degenerative disease, a second having 
bronchopneumonia, and in the third, who had 
intestinal obstruction, death could possibly 
have been averted. 

Of the cases studied, but 25% were treated 
surgically. Eleven or approximately 20% of 
these were admitted for elective resections and 
these had all had prior extensive diverticular 
disease. If this series of case studies is typical, 
it would seem that surgical treatment is re- 
served for emergencies, complications and for 
advanced disease. From the high incidence 
of malignant disease coexisting with diver- 


TABLE 11 
SURGERY: 3 STAGE PROCEDURES 


Excision of perineal fistula and non-specific gran 
Colectomy 
(For Uiverticulitis with pelvic abscess—following # 1 
colostomy and # 2 end-to-end anastomosis) 


Diverticulitis (surgical care) 

Diverticulitis (medical care) 

Carcinoma associated with diverticulitis : 

Carcinoma associated with diverticulitis (medical) 
Colostomy done—nature of sigmoid lesion undetermined 
Ulcerative colitis 


TABLE 13 
DEATHS 


Surgical 
Bronchopneumonia 
Postoperative bowel obstruction 
Large bowel obstruction 
Medical 
Of these—2 acute abdomen 
1 enterocolic fistula 


ticulitis, in cases in which bleeding was a 
symptom, it would seem a very critical study 
must be done in every case of bleeding. The 
mere demonstration of diverticulitis by x-ray 
is not adequate to explain bleeding, and 
malignancy must be excluded by complete 
examination. Scarborough has emphasized 
that should an examination fail to reveal the 
presence of a neoplastic lesion, the complete 
examination must be repeated frequently. 
Roentgenologic diagnosis of polyps is par 
ticularly difficult in cases of diverticulitis. 

It is recognized that each case is an indi- 
vidual problem, and it is therefore difficult 
and improper to make rules as to when a case 
should be operated. This should be left to the 
judgment of the doctor. 

If one accepts Mangot’s classification a 
modified by McGregor and Bacon,® it would 
appear to me that if good risk surgical pa 
tients were advised to have elective resection, 
after a recurrent episode of stage three acute 
diverticulitis, or after recurrent episodes of 
chronic diverticulitis, most of the complica 
tions could be prevented. 

Operative procedures done under ideal cor 
ditions with careful preoperative preparation 
are certainly attended with less risk. 

In acute problems such as perforation and 
obstruction, preliminary colostomy and sub 
sequent definitive surgery is to be recom 
mended. 


Cases in which carcinoma cannot be & 
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cluded or the suspicion of malignant disease 
is present should be operated. It would ap- 


pear a more aggressive surgical approach to 


the treatment of patients with recurrent 
diverticulitis is indicated. 
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Thallium Poisoning— 4 Report of Six Cases 


CAPT. JACK DOMNITZ, MC,f Fort Eustis, Va. 


THE INTRODUCTION OF THALLIUM COMPOUNDS 
as pesticides has led to their accidental inges- 
tion by children and has provided a ready 
source of suicidal and homicidal substances.!° 
This report presents 6 proved cases of thal- 
lium poisoning, reviews the physiology and 
pharmacology of the effects of thallium in the 
human body and outlines an approach to 
diagnosis and therapy. 


Case Reports 

Thirteen patients have been admitted to 
Brooke Army Hospital through February, 
1959, for observation for possible ingestion of 
thallium. Six cases proved by toxicologic 
studies are presented. 

Case 1. A 3 year old colored boy was admitted to 
the Pediatric Service with a one week history of leth- 
argy, drooping eyelids, ataxia, intermittent leg pain, 
progressive anorexia, postprandial vomiting and a 
low grade fever. The history revealed that the child 
was seen to eat roach tablets containing 3% thallium 
sulfate. 

Physical examination revealed a thin, irritable child 
who fought examination. Positive findings were lim- 
ited to neurologic examination—ataxia and ptosis of 
the left eyelid. The child remained irritable during 
the early hospital stay; on the 4th hospital day his 
hair began to fall out in clumps. Serial thallium stud- 
ies on 24 hour urine collections were reported as 2.33 
mg., 3.1 mg., 8.5 mg. and 3.71 mg. 

Treatment consisted of forced fluids and sedatives 
with gradual improvement. The child was discharged 
on the 24th hospital day with residual mild ataxia. 

Case 2. A 21% year old white boy was admitted to 
the Pediatric Service with a history of 10 months of 
spotty alopecia, and a rash over the chest and back of 
2 weeks duration. Past history was significant in its 
failure to indicate known causes of alopecia. 

Positive physical findings were limited to skin and 
hair, with a generalized folliculitis over the chest and 
back and hair loss over the vertex in the pattern of 
alopecia senilis without visible scalp lesions. Urine 
thallium was 1.48 mg. per 24 hours. 


trom the Department of Medicine, Brooke Army Hospital, 
ort Sam Houston, Tex., and presently U. S. home Hospital, 
Fort Eustis, Va. 
This material has been reviewed by the Office of - 
Surgeon tt of the Army and there is 


General, 
objection to its presentation coaier pu blication 


Attention and publicity are being given to the prevention of accidents, especially among children. 
Among the poisons available to children is thallium used in pesticides especially for roaches. The 
author reviews the clinical manifestations of which every family physician should be aware. 


discharged on the 4th hospital day. 

Case 3. A 62 year old white man was transferred 
to the Medical Service from the Neuropsychiatric 
Service with a one week history of difficulty in walk 
ing and burning of the feet, followed by abnormal 


motions of the upper extremities and periods of in- « 


coherency. 

Past history indicated that the patient admitted to 
a heavy intake of alcohol requiring care in a state 
hospital for chronic alcoholism, and frequent hospital 
admissions for delirium tremens. 

Positive physical findings revealed a chronically and 
acutely ill man with slurred speech, memory impair 
ment and confabulation. Patchy alopecia with easy 
epilation was present on the scalp, eyebrows and body. 
Neurologic examination revealed generalized weaknes 
without signs of cranial nerve involvement. His early 
hospital course was manifested by semicoma, chore: 
form movements of the upper extremities, gross twitch- 
ing of the torso and variable deep tendon reflexes of 
the lower extremities. Serial thallium levels were done 
in the urine every 24 hours and reported as: 173, 132, 
25, 4, 14, 12, 6.3, 5.4, 9.6, 22, 0.2 mg. per day and 
negative results by the 12th day. 

Treatment consisted of general care with fluids, 
sedatives and parenteral Bal (dimercaprol) and 
Ca EDTA (calcium edathamil) with gradual im- 
provement. He was discharged on the 34th hospital 
day with no neurologic residuals. 

Case 4. A 25 year old white man was admitted to 
the Medical Service with a verified history of ingesting 
2 ounces of thallium roach poison (containing 75 Gm. 
thallium per ounce) one day prior to admission in 2 
suicidal attempt. 

On physical examination he complained of ab 
dominal pain and generalized abdominal tendernes 
without localization. Neurologic examination was nor 
mal. Urinary thallium was 9.17 mg. per 24 hours, it 
the feces 2.5 mg.% and blood 5.29 mg. per 100 cc. 

The patient’s hospital course was uncomplicated by 
neurologic symptoms but he manifested intermittent 
abdominal distress and ease of epilation by the 
10th hospital day. He was discharged on the 17th hoe 
pital day with no residual effects other than about 
10% hair loss. 

Case 5. A 49 year old white man was admitted @ 
the Medical Service one day following ingestion of two 
small cans of rat poison (containing 2% thallium su 
fate) with suicidal intent. Immediate emesis occurred 
followed by abdominal distress. 


No treatment was undertaken and the child was 
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Physical examination revealed the patient to be 
actively hallucinating complaining of parasthesias. 

Treatment with Bal was initiated with gradual im- 
provement until the 6th hospital day. At this time he 
experienced a grand mal seizure which was followed 
by complete disorientation and progressive coma, with 
death occurring on the 8th hospital day from respira- 
tory paralysis. 

At autopsy epilation was easily shown by gentle pull 
of scalp and body hair. The only significant micro- 
scopic finding was slight fatty degeneration of the 
liver. Toxicologic examination revealed thallium con- 
centrations as follows: blood 17 and gastric contents 
0.64 mg. per 100 cc., bone 16.14, brain 7.2, kidney 7.3, 
liver 6.98, feces 6.78, spleen 6.36, heart 4.66, striated 
muscle 4.54, bile 4.24, adrenals 3.81, and pancreas 2.32 
mg. per 100 Gm. Hair and the testes contained none. 

Case 6. A 64 year old white man was admitted to 
the Medical Service, following a generalized seizure, 
in profound shock and covered with green, slimy stool. 
No immediate history was available. 

Past history (from the family) revealed that the pa- 
tient had had multiple seizures over the past 8 years, 
and had been adequately maintained on phenobarbital 
and Dilantin for 3 years. He had been known previ- 
ously to have episodes of depression for weeks at a 
time during which he refused to see anyone. 

Physical examination revealed a stuporous, obese 
man who responded only to painful stimuli. He had 
hypotension and labored respirations at 26 per minute, 
and an axillary temperature of 103. The liver was en- 
larged and tender with over-all measurement of 14 
cm. Neurologic examination disclosed a depressed sen- 
sorium and nuchal rigidity. Motor examination was 
normal and there were no pathologic reflexes present. 

Emergency resuscitative measures were initiated on 
admission, including tracheostomy and the use of pres- 
sor agents with satisfactory response. It was the clin- 
ical impression that the patient had a septicemia with 
gram-negative organisms. Urine and blood cultures 
grew out E. coli and the patient was treated with 
broad spectrum antibiotics and steroids. His course 
was further complicated by grand mal and right-sided 
Jacksonian seizures. Repeated laboratory studies re- 
vealed persistent albuminuria, azotemia and leuko- 
cytosis. He died on the 7th hospital day in apnea 
following a generalized convulsion. 

Autopsy disclosed severe fatty degeneration of the 
liver and toxic nephrosis. Microscopically the kidneys 
demonstrated interstitial edema, tubular epithelial 
thinning, cortical ischemia with bloodless glomeruli, 
and “heavy metal inclusion bodies.” Toxicologic stud- 
ies on liver and kidney revealed 0.67 and 2.64 mg. per 
100 Gm. thallium respectively. 


Comment 


Four patients of this group ingested com- 
mercially available insect or rodent poisons 
containing thallium. Two were suicidal at- 
tempts and two were accidental. The source 
in two was unknown. Two patients demon- 
strated predominantly gastrointestinal symp- 
toms varying from mild distress to frank ab- 
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dominal pain with emesis. Three patients 
had initial symptoms indicative of encephalo- 
pathy and variable degrees of peripheral 
neuropathy. One patient had an onset char- 
acterized by alopecia and a rash. Alopecia or 
easy epilation occurred in all but one patient. 

Five patients were seen in the acute phase 
and one in the chronic state. No therapy was 
undertaken in the patient with chronic thallo- 
toxicosis other than prevention of further 
ingestion. Supportive care was employed in 
all patients with acute poisoning. Bal was 
offered to one patient, combined Bal and 
calcium EDTA to two and simple supportive 
care to another. Conclusions as to the effi- 
ciency of each form of therapy cannot be 
drawn from these few cases. 

Two deaths occurred in the acute phase. 
Toxicologic studies in case 5 showed high 
thallium levels in blood and bone, inter- 
mediate levels in the brain, kidney, liver, 
feces and spleen, with lesser values in heart, 
striated muscle, bile, adrenal, and pancreas. 
Hair and testes revealed no thallium. These 
concentrations are contrary to previous re- 
ports where the highest concentrations were 
found in kidneys and scalp hair. Postmortem 
toxicologic studies in case 6 done only on 
kidney and liver revealed thallium. 

Discussion 

Thallium is a heavy metal of an atomic 
weight of 204, resembling lead in its physical 
properties. Chemically it is capable of form- 
ing monovalent and trivalent salts. The mono- 
valent forms are stable and resemble sodium 
in their alkaline properties. The sulfate, ace- 
tate and carbonate compounds are soluble, 
but the halides are insoluble. The trivalent 
thallic salts are unstable. 

Lamy quoted by Allsop! noted lassitude 
with weakness of his lower extremities in his 
original work with thallium. He initiated 
animal experiments and demonstrated the 
toxicity of the metal. 

Thallium was first used therapeutically 
soon after its discovery in the treatment of 
diarrhea, tuberculosis, syphilis, jaundice and 
gout. Saboreaud quoted by Allsop! employed 
the salts as an oral epilant in the 1900's but 
abandoned their use because of toxicity. Thal- 
lium was later re-introduced for its local de- 
pilatory effects. Both the local and oral routes 
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of administration have been subsequently im- 
plicated in a number of deaths. 

The monovalent thallium salts are readily 
absorbed through the skin, lungs and gastro- 
intestinal tract and are widely distributed 
throughout the body. The highest concentra- 
tions ultimately appear in the kidney and 
skin. The accumulation in the skin is cor- 
related with hair growth, the highest concen- 
tration occurring in the active phase of hair 
growth and the lowest in the resting phase 
of follicular activity. The heart and spleen 
accumulate thallium less than do the kidney 
and skin. Endocrine tissues accumulate less 
of the metal, with very low accumulation in 
neural and adipose tissue.1 

The specific action in vivo is thought to be 
the arrest of cystine utilization and/or syn- 
thesis. Thyresson,!° in studies of the effect on 
aerobic and anerobic glycolysis, found that 
aerobic respiration of skin, brain and kidneys 
was inhibited. Anerobic glycolysis was de- 
creased only one third that of aerobic glyco- 
lysis. The specific enzyme could not be de- 
termined but all metabolites in the Kreb’s 
cycle except succinic acid were inhibited. 

Excretion in both acute and chronic poison- 
ing is slow. Thallium has been found in all 
excretions. It had been thought that excretion 
was mainly in the urine at a fixed rate of 
3.2% per day, but Thyresson,! using thal- 
lium 204 found the main route of excretion 
to be the gastrointestinal tract. It is also ex- 
creted in milk, and passes the placental bar- 
rier with deposition in fetal organs. English? 
reports one case in a woman five months 
pregnant with subsequent delivery of a nor- 
mal child. There was no evidence of thallium 
remaining in the placenta, amniotic fluid or 
placental urine. 

The clinical manifestations of thallotoxico- 
sis depend upon dosage and length of ex- 
posure. The adult M.L.D. is felt to be 1.0 
Gm. of the metal or its equivalent as the salt. 
Children tolerate relatively larger doses on 
the basis of body weight. 

Poisoning may be classified as acute or 
chronic. Acute thallotoxicosis is manifested 
predominantly by severe neurologic and gas- 
trointestinal symptoms with rapid progression 
to death. The chronic form is more subtle 
causing neurologic and gastrointestinal symp- 
toms, alopecia, cessation of growth, bony 
changes, impotency and cataract formation. 
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Neurologic symptoms dominate cases in 
human intoxication. Polyneuritis characteris. 
tically involves the lower extremities, 
manifested by severe lancinating pain, occa. 
sional sensory loss and muscular weakness, 
Squint, ptosis, dysphagia, and facial paralysis 
may occur with cranial neuropathy. Retro 
bulbar neuritis is common, and may result in 
optic nerve atrophy. Diffuse encephalopathy 
of variable severity is seen. This may result in 
stupor, coma, convulsions, delusions, hally- 
cinatory states, choreiform and/or myoclonic 
movements. Death occurs with respiratory 
paralysis. 

Gastrointestinal symptoms manifested by 
abdominal pain, vomiting, constipation and 
diarrhea occur most commonly. Stomatitis 
and gingivitis with a distinct blue gingival 
line occur less often. 

Alopecia is a universal finding in all who 
survive the acute state. Originally this was 
felt to be related to stimulation of the auto 
nomic nervous system or “endocrine changes,” 
but recently it has been ascribed to disturb- 
ance in keratin of hair follicles’? associated 
with local decrease in alkaline phosphatase4 
Other skin manifestations have been described 
including erythematous and _ hemorrhagic 
rashes, folliculitis, desquamatous and trophic 
nail changes and hyperkeratosis of the palms 
and soles.14 

Cardiovascular involvement is seen occa 
sionally, manifested by tachycardia and hy- 
pertension. Renal failure does not occur, but 
renal damage is indicated by the appearance 
of albuminuria, casts and hematuria 
Hepatic and endocrine damage do not ap 
pear to be clinically significant. The pe 
ripheral blood may show lymphocytosis and 
eosinophilia. 

There are multiple pathologic changes in 
thallium poisoning. The central nervous sys 
tem reveals degenerative changes in the 
pyramidal tracts, oculomotor nuclei, sub 
stantia nigra and the globus pallidus. Axon 
degenration of peripheral nerves may occult. 
Renal degenerative changes occur both in the 
cortex and medulla.15 Hepatic damage 
sists of varying degrees of central necrosis and 
fatty metamorphosis. The adrenals may show 
marked hyperemia with small medullary 
hemorrhages and areas of necrosis with 
nuclear degeneration of the cortex. The te 
mainder of the endocrine organs are § 
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The bony picture resembles osteitis fibrosa 
cystica. 

There is no specific “antidote” for thal- 
lium poisoning. Treatment is largely sup- 

ive. An early attempt should be made 
to utilize the insolubility of the halide salts 
within the emptying time of the stomach by 
gastric lavage with sodium iodide. Sodium 
iodide is then administered intravenously in 
doses of from 0.3 to 2.7 Gm. daily until uri- 
nary thallium decreases or disappears. 

The metal can then be remobilized from 
fixed depots with sodium thiosulfate 0.3 Gm. 
daily. Slow mobilization can be maintained 
by titration of dosage to the rate of excretion 
in the urine. Gettler and Weiss as quoted by 
Allsop! do not believe that sodium iodide 
efficiently mobilizes the fixed thallium since 
the drug has not been shown to convert thal- 
lium iodide to the soluble forms in vitro. 

The similarity between thallium and other 
heavy metals has led to a trial of chelation. 
Diengott'* used dimercaprol (Bal) in 1951 
with remarkable clearing of gingivitis, stoma- 
titis, neurologic symptoms and gastrointestinal 
distress. Calcium ethylendiamintehaacetate 
(Ca EDTA) has recently been employed to 
mobilize lead, forming nonionic chelates 
which are soluble and readily excreted. Work 
with both Bal and Ca EDTA on thallium 
intoxicants has been encouraging but incon- 
clusive. 

The protective action of cystine and Brew- 
er’s yeast is emphasized by Thyresson’ and 
the vitamin B complexes by Calgren.* 


Supportive care and the judicious use of 
sedatives are indicated. 


Summary 


The cases of 6 patients with proved thal- 
lium intoxication admitted to Brooke Army 
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Hospital have been presented, with a review 
of the pertinent literature on thallotoxicosis. 
An introduction to the chemical and physical 
properties of the metal and its salts has been 
given with a review of the action of thallium 
on experimental animals and the human 
body. An awareness of the clinical manifes- 
tations of thallium intoxication is important 
since the syndrome may simulate many other 
medical diseases. 
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Some Uses of Hypnosis in Urology 


Cc. H. NICOLAI, M.D.,t St. Louis, Mo. 


Hypnosis fell into disrepute as a parlor or stage trick. It was later used by psychiatrists 
with good results under some circumstances. More recently hypnosis has been used 
in the treatment of organic diseases as for analgesia, for example. Its use in 


young children as described here is of interest. 


HyPNosIs CAN BE HELPFUL in the management 
of the urologic patient. It can be used to 
secure the cooperation of children under- 
going urologic examination and _ thereby 
spare them a general anesthetic. Through 
post-hypnotic amnesia, it can remove unpleas- 
ant memories of an examination and the fear 
of subsequent painful treatments. Hypnosis- 
induced analgesia can help the postoperative 
patient, and the patient suffering from the 
pain of metastatic carcinoma. This presenta- 
tion is a discussion of some of the concepts 
of hypnosis and how this modality has been 
used for the benefit of urologic patients. 


When literally translated from its Greek 
root “hypnosis” means “sleep,”! but as ap- 
plied to clinical usage, it refers to “a state of 
altered suggestibility.” No subjects ever “lose 
consciousness,” but instead may even expe- 
rience increased auditory contact with the 
hypnotist due to a more concentrated focusing 
of their attention. There is no “magic power” 
posssesed by any hypnotist. Anyone, and this 
may be unfortunate, can be a hypnotist if 
given a good subject. Strictly speaking, all 
hypnosis is “auto-hypnosis” because the sub- 
ject must be willing and cooperative to the 
point of thinking himself into a state of al- 
tered consciousness. Thus a hypnotic trance 
is merely a “state of mind,” everyday ex- 
amples of which include the response of an 
infant to gentle maternal care, the reaction 
of a patient to the “bedside manner” of a 
physician, self salesmanship as per Dale Car- 
negie, and the effect of some religious lore 
and ceremonies.? Therefore, hypnosis is noth- 
ing new and is with us every day in many 
ways. 

A good subject must have an attention 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., No- 
vember 16-19, 1959. 


+From the Department of Su , Section on Urology, 
Washington University School of "Medicine, St. Louis, og 


span long enough to comprehend instruc. 
tions and “play the game.” The youngest 
subject with whom I have had success was 
5 years of age, although others report success 
with subjects as young as 25 months.? The 
induction technic used must, of course, be 
individualized as to the patient's age, coopera- 
tion, and imagination. A cooperative child 
between the ages of 5 and 12 years usually 
makes an excellent subject because of his 
great imagination. A fair degree of intelli- 
gence is essential; severe mental defectives 
rarely make good subjects. 

When working with children, orientation 
of a prospective subject by another child 
who has undergone hypnosis can be of im- 
measurable help. Getting acquainted with a 
child (and his parents) the day before the 
anticipated examination can be a great time 
saver during the urologic examination. Op- 
timally, the first induction is accomplished 
during the pre-examination meeting. Twenty 
to thirty minutes usually suffice for the first 
induction and then by employing a condi- 
tioned phrase technic, subsequent inductions 
should take no longer than that which would 
be required for the safe induction of an in- 
halation anesthetic. 

Hypnosis must be used only as an adjunct 
to established medical care and then only 
by properly trained and oriented personnel. 
It should never be used as a “parlor trick.” 
By no means will hypnosis replace chemical 
anesthesia. Hypnosis must never be used as 
a substitute for accepted therapy of urologic 
or other medical problems. 


This presentation is based on the expe 
rience with 24 urologic patients who under- 
went hypnosis 38 times. This latter figure 
includes the “pre-examination” inductions 
and the instances wherein patients underwent 
hypnosis for repetition of a procedure and 
for the reinforcement of a post-hypnotic sug 
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gestion. Of all the patients for whom hyp- 
nosis was attempted, one third of them failed 
to be successfully induced. 

Hypnosis was employed for the following 
purposes: : 

Cystoscopy. Ten male and female chil- 
dren successfully underwent cystoscopy with- 
out other anesthesia. Only those children who 
had been successfully hypnotized during the 

ination session were managed in this 

way and all were easily re-hypnotized for the 
examination. Under hypnosis, the coopera- 
tion of two of these children was held for 
two hours during differential renal electro- 
lyte clearance studies. 


To establish amnesia. After suggesting 
amnesia to the hypnotized patient, unpleasant 
memories of cystoscopy, urethral dilations, 
intravenous injections, etc., were erased for 
80% of the cases. The remainder achieved 

ial memory loss, but what discomfort 
they could recall held no fear for them and 
they all minimized any pain they did re- 
member. This application of hypnosis is par- 
ticularly useful in managing the pediatric 
patient who must repeatedly undergo a pain- 
ful office procedure. 

To establish postoperative suggestions. 
Through suggestions given under hypnosis, 
post-cystoscopy dysuria can be lessened. Five 
boys, all under age 10, had dysuria only 
once after cystoscopy following a specific sug- 
gestion for this. Nausea and vomiting and 
other functional postoperative annoyances 
seem to be alleviated for some subjects, al- 
though controls on such observations are 
difficult to establish. Other authors describe 
having patients sleep and eat better, ambu- 
late earlier, and breath deeply despite pain- 
ful chest conditions.‘ 


To afford pain relief for the patient with 
carcinoma. ‘Two patients were given sug- 
gestions concerning analgesia while under 
hypnosis. These two subjects experienced 
great relief from their pain of metastatic 
prostatic carcinoma. One bedridden patient, 
who required 100 mg. of meperidine every 
60 to 90 minutes, reduced this requirement 
to only once every 8 to 12 hours after re- 
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ceiving hypnotic suggestions concerning anal- 
gesia. Further, he became ambulatory and 
ate and slept better. Considering the benefits 
afforded these patients, this technic is not too 
time consuming.® 

For various reasons, several conditions 
which are within the scope of urology were 
not treated with hypnosis. 

Enuresis. After eliminating an organic 
basis for this condition, medicinal or alarm- 
device therapy is prescribed. If these methods 
fail, psychiatric help should be sought.* In 
many of these cases there is sibling competi- 
tion and child-parent antagonism with result- 
ing psychologic insecurity of the child. These 
interrelationships and conflicts require time- 
consuming, expert investigation and therapy 
which is beyond the scope and time allow- 
ances of surgical urology. 

Miscellaneous. Problems such as_ im- 
potence, frigidity, and other coital dysfunc- 
tions should not be managed by hypnotic 
suggestion alone. These patients require mar- 
riage counseling, psychoanalysis, and pro- 
tracted care and guidance. Patients in this 
category are screened for organic disease, and 
finding none, are referred for psychiatric 
help. 

Conclusions 


The use of hypnosis for urologic patients 
undergoing diagnostic and therapeutic proce- 
dures has been described. This medium is 
particularly useful in securing the coopera- 
tion of the pediatric patient as well as pro- 
viding post-hypnotic suggestions. One third 
of the patients on whom hypnosis was tried 
were not suitable subjects and hypnosis could 
not be used. Therefore, hypnosis is a useful 
agent in the over-all management of the 
urologic patient, but is by no means a 
panacea. 
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Duodenocolic Fistula: Report of Case 


WALTER W. ROBINSON, M.D., Memphis, Tenn. 


ALTHOUGH THE DUODENUM AND PROXIMAL 
TRANSVERSE COLON lie in intimate relation- 
ship to each other, it is not common that a 
fistula develops between these structures, and 
only at intervals have reports of duodenocolic 
fistula appeared in the literature. Many sur- 
geons believe that the lesion is usually malig- 
nant in origin, and follows a carcinoma of the 
transverse colon, though admit it may arise in 
a perforating ulcer of the duodenum. 

Benign duodenocolic fistulas are relatively 
rare. Seventeen have been reported to date, 7 
of which have originated in a peptic ulcer of 
the duodenum. Two cases were reported by 
McPeak! in 1940, one by McClinton? in 1944, 
one by Railton? in 1948, another by Rife* in 
1951, one by Nash and Daland® in 1956, and 
the last or seventh case by Sasson and Weis- 
kopf* in 1958. The other 10 cases of benign 
duodenocolic fistula were due to various 
causes. In 1933, Rees’ reported a case due to 
perforation of a typhoid ulcer of the trans- 
verse colon into the duodenum, in which 
there was an incompetent sphincter of Oddi, 
and in which the biliary tract, colon and duo- 
denum filled simultaneously with the opaque 
media. In 1939, Ormandy and Bargen® re- 
ported a case due to thrombo-ulcerative co- 
litis. In 1947, Lovell® recorded 2 cases due to 
ulcerative colitis. In the same year, Navell?® 
reported a case of cholecystoduodenocolic fis- 
tula in which the gallbladder was completely 
destroyed. In 1950, Ogilvie! reported 2 cases 
from caseating tuberculous lymph nodes. Also, 
in 1950, Krock!? added a case from perfor- 
ated duodenal diverticulum. In 1951, Win- 
field’? reported a case probably due to a 
tuberculous lymphadenitis. In 1954, Neville'* 
reported a case secondary to acute cholecysti- 
tis in a gallbladder containing stones which 
was adhered to the duodenum and hepatic 
flexure of the colon. 


It is the purpose of this communication to 


report a case of duodenocolic fistula, whieh 
no doubt originated in a perforating ulcer of 
the second portion of the duodenum, from 
which a malignancy developed with metastasis 
to surrounding structures, and which entered 
the hepatic flexure of the colon. ; 


Report of Case 


Mrs. J. H., a 57 year old white housewife, was pe 
fectly well until August of 1957, when she complained 
of postprandial epigastric pain accompanied by severe 
upper lumbar backache. On August 17, she was i& 
ferred to us for cholecystograms which showed @ 
normally functioning gallbladder with excellent com 
centration of the dye with no stones, with normal 
contraction after a fat meal with no deformity of 
outline, and with visualization of parts of the cystic 
and common ducts. Later, on November 30, she was 
again referred to us for barium enema study of the 
colon, at which time she complained of attacks of 
nausea and vomiting accompanied by a profuse diar- 
rhea, and the lumbar backache had become more 
severe or intolerable. There was much loss of weight 
since the initial examination (22 lbs. in a period of 
approximately 314 months), and there was marked 
anorexia. 

Barium Enema Study of Colon. The barium clysma 
passed readily to the caput coli without filling defect 
or obstruction. There was some redundancy of the 
descending and sigmoid segments. Directly superior to 
the hepatic flexure of the colon, an anomalous tract 
was filled with the barium mixture which passed 
laterally to the left, which lay parallel to the trans 
verse colon, and which extended from the hepatic to 
the splenic flexure. In the postevacuation radiograph 
the whole of this enteric tract was outlined in detail 
(Figs. 1, A and B). At its point of origin with the 
hepatic flexure of the colon its mucosal pattern was 
much distorted with a typical moulage effect and 
filling defect characteristic of malignancy. Apparently, 
this loop of bowel entered the splenic flexure of the 
colon, all of which gave the impression of a duplic- 
tion of the transverse colon. However, leading upward 
from the area of filling defect in this structure, @ 
fistulous tract was identified which furnished the 
basis for subsequent upper gastrointestinal study. 

K.U.B. (Preliminary). Both kidneys were in normal 
position, normal shape, and apparently equal in si 
with no stone shadows visualized. There was some 

distension of the stomach and the right side 
of the colon along with a gas-distended, ill-defined 
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FIG. 1,A 


Note the fistulous tract apparently arising from hepatic 
flexure of colon, and continuous with the transverse and 
ascending portions of the duodenal arch, which gives the 
impression of duplication of the transverse colon. 


tubular tract of irregular shape leading upward at 
the position of the hepatic flexure. No remarkable 
changes were noted in the bones of the lumbar spine 
and pelvis. 

Gastrointestinal Examination. The esophagus was 
normal. The stomach was orthotonic hyposthenic in 
type, no filling defect or ulcer crater was visualized 
either during filling or emptying of the stomach; 
there was normal flexibility throughout and no evi- 
dence of hiatus hernia of the fundus of the stomach. 
Peristalsis was three-cycle in type, active, more pro- 
nounced on the lesser curvature and unobstructed, 
the pyloric canal contracted and expanded normally, 
and the pyloric valve was of normal width and cent- 
tic position. The duodenal bulb filled well, was of 
smooth contour, without fixation, and no ulcer crater 
was demonstrated in any position, even by the spot- 
film method. However, at the junction of the de- 
scending and transverse portions of the duodenal arch 
a constant filling defect was noted, which was con- 
tinuous with, or communicated with the fistulous 
tract visualized above the hepatic flexure of the colon 
(Fig. 2). In the base of this filling defect was a large 
ulcer crater of the deep mucosal type which was 
constant in all positions and best visualized by the 
spot-film method. It measured approximately 1.5 cm. 
across its base, and was saddle or dumbbell in shape 
(Fig. 3—see arrows). Definite localized tenderness was 
clicited as well as a deeply placed palpable mass. The 
entire duodenal arch was completely filled. The trans- 
verse and ascending portions of the arch were slightly 
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dilated, and lay parallel to, and directly above the 
transverse segment of the colon, which was filled in 
its entirety by barium by way of the fistulous tract 
between the duodenum and hepatic flexure of the 
colon (Fig. 2). 

A diagnosis of duodenocolic fistula with malignancy 
was made. An exploratory laparotomy was performed 
and the surgeon, who had not reviewed our radio- 
graphs, reported an inoperable malignancy of the 
hepatic flexure of the colon, a large part of which 
was retroperitoneal, and which had invaded the head 
of the pancreas with involvement of the retroperitoneal 
and many of the mesenteric lymph nodes, some of 
which were as large as a partridge egg. Microscopic 
examination of one of the lymph nodes revealed 
metastatic adenocarcinoma (Grade II. malignancy— 
Broders). 

The patient expired on Feb. 22, 1958, or approxi- 
mately two and one-half months following the x-ray 
studies. Autopsy was performed the following day. 

Autopsy Report. A small amount of fluid was noted 
in the peritoneal cavity. Both the liver and spleen 
were normal in appearance and size. The whole of the 
gastrointestinal tract including the colon was removed 
for orientation and study. The fistulous tract which 
connected the duodenum with the hepatic flexure of 
the colon, and which was demonstrated by x-ray study, 
was completely retroperitoneal, and measured two and 
one-half inches in length. It arose from the duodenum 
at the junction of the descending and transverse por- 


FIG. 1,B 


After evacuation of the clysma, the fistulous tract (FT) and 
the ulcer crater (DU) in the duodenal mucosa at the junc- 
tion of the descending (DD) and transverse segments are 
filled with barium. 
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After a barium meal note the filling defect at junction of 
descending (DD) and transverse segments of duodenum, the 
site of origin of fistulous tract (FT), which passes laterally 
to enter hepatic flexure of colon. The transverse colon is 
well filled with barium. 


tions, where an indurated mass was found along with 
the large perforating ulcer of the mucosa of the duo- 
denum demonstrated at x-ray examination. The bulk 


FIG. 3 


; 


A gan shows the dumbbell or saddle-shaped ulcer crater 
(DU) at the junction of the descending and transverse 
portions of the duodenal arch. The fistulous tract lies 
lateral to this ulcer crater, and enters the hepatic flexure 
of the colon. 
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of the tumor mass lay outside of the duodenal walj 
within the fistulous tract itself. The ulcer in question 
was a part of the duodenal mucosa, and did not enter 
into the substance of the growth. The transverse and 
ascending portions of the duodenal arch were slightly 
dilated, and extended transversely across the abdomen 
parallel to, and directly above the transverse colon 
which presented the appearance by x-ray examination 
of a duplication of this segment of the colon. The 
mucosal pattern of this distended loop of duodenum 
was normal. The proximal portion of the transverse 
segment of the colon in immediate relation to the 
hepatic flexure, or directly below the exit of the 
above described fistulous tract, showed a bile stained 
mucosa throughout with marked thinning of its wall, 
and with total effacement of its haustral folds, or was 
parchment-like in texture and character. (This 
in the mucosa was no doubt due to the discharge of 
digestive ferments from the duodenum directly into 
the colon.) There was enlargement of the head of the 
pancreas, in which a meaty infiltrative growth was 
noted. Many enlarged retroperitoneal glands and other 
as large as the kernel of a Brazil nut were found in 
the root of the mesentery of the small intestine. On 
sectioning the stomach a large indurated crater-like 
tumor mass was seen on the posterior wall of the 
pyloric canal, which measured 2 cm. in diameter and 
approximately 0.5 cm. in depth. Several small nodes 
were present on the lesser curvature of the stomach. 
Sections for microscopic study were taken from the 
tumor of the fistulous tract between the hepatic flex- 
ure of the colon and the duodenal arch, especially 
about the area of ulceration in the duodenum, and 
also from the infiltrative growth of the head of the 
pancreas, the retroperitoneal and mesenteric glands, 
and from the ulcerative growth of the pyloric canal 
of the stomach. 


Pathologic Report. Sections from the fistulous tract 
and especially from its point of origin within the duo- 


FIG. 4,A 


Low power photomicrograph (100 x) of section taken from 
margin of perforating ulcer of duodenum at junction of 
descending and transverse segments. Note the pale-stal 
Brunner’s glands in the submucosa. Typical transi ‘i 
changes in the epithelial lining of the intestinal glands P 
Lieberkuhn (dark-staining glands) mark the origin of 
malignancy. 
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denal wall showed a localized area of necrosis of tissue 
within the duodenal mucosa with deep ulcer crater 
formation, about which there was an infiltrate of 
round, plasma and polymorphonuclear cells with fibro- 
blastic cell proliferation. Arising in the walls of the 
intestinal glands of Lieberkuhn, within the margin of 
the ulcer (Fig. 4), where there were characteristic 
transitional changes in the lining simple columnar 
epithelium, there was a growth composed of alveolar 
masses and irregularly formed tubular structures 
which were totally devoid of basement membranes 
with ill-formed lumina, and which invaded the full 
thickness of the mucosa and muscularis. These atypical 
glands were comprised of rapidly proliferating and 
poorly differentiated columnar type of epithelial cells, 
showing an acidophilic cytoplasm with hyperchroma- 
tism of the nuclear structures and with many mitoses 
of varying type per the high power field. Also, there 
was much variation in the size, shape and staining 
characteristics of these cells. The supportive or stromal 
tissue was a loose areolar connective tissue with large 
areas of fibrosis and with much fibroblastic cell 
desmoplasia. The capillary blood supply was increased, 
many of the vessels were dilated and injected with red 
cells, and some areas of hemorrhagic extravasation 
occurred. 

Sections from the infiltrative growth of the head of 
the pancreas showed a growth similar in type to that 
noted in the fistulous tract, but with many areas of 
necrosis of cellular structure with round and _ poly- 
morphonuclear cell infiltration. Much of the normal 
histologic structure of the pancreas had been replaced 
by this growth. There were large areas of fibrosis with 
acidophilic collagen deposit. The capillary blood sup- 
ply was markedly increased, and many of the vessels 
were dilated and filled with red cells. 


Sections from the retroperitoneal and mesenteric 


High power photomicrograph (300 x) shows the malignant 
changes in the walls of the intestinal glands of Lieberkuhn 
the duodenal mucosa about the margin of the ulcer. 
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High power photomicrograph of section representative of 
the type of growth in the wall of the duodenum and fistulous 
tract between the duodenum and hepatic flexure of colon. 


lymph nodes were characterized by almost complete 
replacement of their normal architectural structure 
by large alveolar masses of tubular structures similar 
to those found in the growth of the fistulous tract. 
Numerous mitoses were noted in the high power field. 
There were areas of liquefaction necrosis of tissue. 
There was much fibrotic thickening of the capsule of 
each of the lymph nodes, parts of which were infil- 
trated with tumor cells. Much of the capillary blood 
supply of each of the nodes was increased, and many 
of the vessels were dilated and filled with red cells. 

Sections from the ulcerative growth of the pyloric 
canal of the stomach (Fig. 5) showed much ulceration 
of the gastric mucosa, and originating in the tubular 
glands there was a diffuse growth which infiltrated the 
submucosa and muscularis, which was composed of pro- 
liferating but irregularly formed tubular glands which 
were devoid of lumens and basement membranes. 
These glands were comprised of a poorly differentiated 
acidophilic columnar epithelium showing hyperchrom- 
atism of the nuclear structures with several mitoses to 
the high power field as well as variation in the size, 
shape and staining characteristics of these cells. There 
were large areas of necrosis of tissue with round and 
polymorphonuclear cell infiltration. The supportive 
tissue was a loose areolar connective tissue with large 
areas of fibrosis or hyalinization of tissue as well as 
some fibroblastic desmoplasia. The capillary blood 
supply was markedly increased, and many of the 
vessels were dilated and filled with red cells. 

Pathologic Diagnosis. (1) Deep mucosal ulcer of the 
junction of pars descendens and transversus duodeni 
with adenocarcinoma (Grade II. malignancy—Broders), 
with duodenocolic fistula, and with metastasis to the 
head of pancreas, retroperitoneal and mesenteric 
lymph nodes. 


(2) Unrelated primary ulcerative adenocarcinoma of 
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Low power photomicrograph (100 x) of section of gastric 
carcinoma of posterior wall of pyloric canal. Note masses of 
tubular glands manifesting transitional changes in the lining 
epithelium of their walls. 


posterior wall of pyloric canal of stomach (Grade II. 
malignancy—Broders). 


Comment 


This case is interesting in that it represents 
the growth of two separate and distinct carci- 
nomas. There is little doubt that the malig- 


High power photomicrograph (300 x) of section of gastric 
carcinoma. Note typical gastric glands which give rise to 
irregularly formed tubular structures composed of neop! 
epithelium. 
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nancy with duodenocolic fistula developed 
from the extrabulbar perforating deep mu- 
cosal ulcer of the lower portion of the pars 
descendens duodeni, which presumably was 
present at the time of the initial examination 
of this patient when only cholecystograms 
were done, and which would account for the 
postprandial epigastric pain which was the 
complaint. The second primary ulcerative 
malignancy found in the pyloric canal of the 
stomach was not demonstrated by the x-ray 
examination made on Nov. 30, 1957. Probably 
this growth developed in the interval of two 
and one-half months which elapsed between 
the x-ray studies and the time of death. 

The malignancy and its metastases with 
duodenocolic fistula would explain the severe 
upper lumbar backache with loss of weight, 
as well as the recurrent attacks of nausea and 
vomiting with profuse diarrhea. The digestive 
juices from the duodenum and pancreas were 
readily discharged through the fistulous tract 
into the colon, and on the other hand, there 
was a reflux of the contents of the colon itself 
into the duodenum. 


Summary 


(1) The eighth case of duodenocolic fistula 
originating in a perforating ulcer at the junc- 
tion of the second and third portions of the 
duodenum is reported. 

(2) This case is unusual in that a malig. 
nancy was found arising in the duodenal mu- 
cosa within the margin of the area of ulcera- 
tion, which may have hastened the formation 
of the fistulous tract which penetrated the 
hepatic flexure of the colon. 

(3) Primarily, the patient had typical ulcer 
symptoms. Later, exacerbation of the pain 
with development of a persistent diarrhea, 
nausea and vomiting, anorexia, much loss of 
weight, and a palpable mass in the upper 
right quadrant of the abdomen developed, a 
sequence of events usually characteristic of 
duodenocolic fistula. 

(4) The duodenocolic fistula was demon- 
strated both by barium enema and gastro 
intestinal study, and a diagnosis of malignancy 
was established prior to operation. 

(5) The perforating ulcer of the duodenum 
and the duodenocolic fistula with malignancy 
were confirmed at autopsy. Also, a separate 
and entirely unrelated primary malignancy of 
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the posterior wall of the pyloric end of the 
stomach was found. 


1074 Madison Avenue 
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Geographic Incidence of Paget’s 


Disease of Bone: 


ROBERT STEVENSON LACKEY, M.D.,tCharlotte, N. C. 


The author finds a rather marked difference, if it is real, in the incidence of Paget's disease of 
bone in different portions of the country. He raises the question 


of some etiologic factor as related to geography. 


IT Is THE FIRM CLINICAL IMPRESSION Of some 
radiologists and orthopedic surgeons prac- 
ticing in Charlotte, N. C., that Paget’s disease 
of bone is recognized much less frequently 
in this medical community than it is in other 
areas. Since geographic variation has never 
been reported, the number of cases recog- 
nized by the X-ray Department of the Char- 
lotte Memorial Hospital in the past 5 years 
has been tabulated to test the validity of this 
observation. 


Our Experience 


Since the hospital opened in 1941, the diag- 
nosis of Paget’s disease of bone, or osteitis 
deformans, was recorded only 7 times before 
1955. These films are not available for re- 
view, and the number of cases cross-indexed 
may well not be reliable. Therefore, the 
cases included in this series are those recog- 
nized since 1955. At that time, the Depart- 
ment of Radiology became interested in the 
frequency of its occurrence, and has con- 
scientiously recorded the cases found since 
then. Some illustrations are presented (Figs. 
1-3). 

From Jan. 1, 1955, to Nov. 1, 1959, the 
diagnosis of Paget’s disease of bone has been 
made in 21 patients from the radiologic ap- 
pearance of bone. During the time period 
indicated, this department has examined by 
x-ray 42,000 different persons. Of these, ap- 
proximately 9,000 were over 40 years of age, 
and their x-ray examination included the 
pelvis and proximal femurs. Eighteen of the 
cases of Paget’s disease were diagnosed in this 
group. This gives a calculated yield of one 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 

+From the Department of Radiology, Charlotte Memorial 
Hospital, Charlotte, N. C. 


case per 500 examinations of persons over 40 
years old. 

Since the disease is usually diagnosed by 
x-ray study, perhaps a more accurate expres- 
sion of incidence would be in terms of the 
number of patients examined by x-ray, rather 
than by hospital admissions. However, these 
figures are not available since most x-ray de. 
partments record statistical data in terms of 
total x-ray examinations rather than the 
number of patients examined. Previous arti- 
cles about Paget’s disease have reported inci- 


FIG. 1 


A 61 year old woman from New York. Possible hemangioma 
of the 4th lumbar vertebra, the only bone involved. It # 
included in the series since it may have been Paget’s diseat 
Patient died of cerebral hemorrhage shortly after 7 
study. (No autopsy.) 
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dence in terms of hospital admissions. For 
the time period studied, 48,000 new patients 
were admitted to this hospital (75,000 total 
admissions). Consequently, one case in ap- 
proximately 2,300 new admissions is the ac- 
cepted incidence of Paget's disease in Char- 
lotte Memorial Hospital. 

An interesting and important feature of the 
9] cases reviewed is that only 8 were originally 
from North or South Carolina. By contrast, 
random sampling of adult hospital admissions 
in the older age group indicates that 75% 
are natives of the Carolinas (Table 1). 


Survey 


In an effort to gain information about the 
frequency of this disease in other localities, a 
request for data was sent to Departments of 
Radiology of almost all hospitals directly as- 
sociated with medical schools in the United 
States. Information sought was the number 
of patients diagnosed as having Paget’s disease 
of bone in a given time period, the number 
of patients admitted to the hospital during 
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TABLE 1 
BIRTHPLACE OF PATIENTS WITH PAGET’S DISEASE 


North and South Carolina 
Virginia (northern part) 
Northeastern States and Canada 
England 

Georgia 

Missouri 


OO 


this time, and the number of patients ex- 
amined by x-ray. This was not done with any 
hope of assembling reliable statistical data. 
Errors of recording, adequacy of cross-index 
systems of different hospitals, thoroughness 
of search for cases, differences in radiologic 
interpretation, and other variables would 
seem to preclude reliable tabulation. How- 
ever, the inquiry drew enough response from 
different parts of the United States to serve 
the purpose of providing some background 
for comparison. Hospitals from 24 states re- 
sponded, sometimes 2 or 3 hospitals from the 
same area. 


Despite the technical objections to this 
method of gathering data, the reported inci- 


FIG. 2 


Possible Paget’s disease of bone. Patient had extensive prostatic carcinoma and died elsewhere of heart failure and uremia. 
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FIG. 3 


Polyostotic Paget’s disease of bone in an 85 year old man from Baltimore. This was the most extensive case found. 


dence of cases from the various hospitals was 
surprisingly consistent. 

In terms of hospital admissions, the fre- 
quency ranged from 1:400 to 1:900, with the 
average about 1:600. Most responses in the 
higher range carried the comment that the 
figure reported was probably low. In the 
Northern States, the few hospitals reporting 
a lower occurrence, in every case, were in the 
same general geographic area as other hospi- 
tals with a much higher frequency. There 
were areas reporting a low incidence, with 
only a single report from each region. These 
‘were Kentucky, Utah, District of Columbia, 
Arkansas and Alabama. More searching tabu- 
lation in these areas may prove rewarding. 


Unfortunately, hospitals of only a few 
Southern and Southwestern States responded. 
The reported incidence in Georgia is about 
1:800, and this is probably accurate. The 
Texas reports are in keeping with the rest 
of the country. 


Previous Reports from the Literature 


The early papers on Paget’s disease of bone 
are interesting because of the reported rela 
tive infrequency of the disease. A collection 
of case reports of sarcoma and Paget’s disease 
by Bird? included reports of occurrence prior 
to that time. Jefferson Hospital, in 1915, 
reported one case in 13,000 persons, and at 
Johns Hopkins Hospital, one out of 10,00 
admissions had the disease diagnosed, ac 
cording to a report in 1913. In 192], the 
Mayo Clinic reported one case in every 16,000 
patients admitted. Bird also calculated the 
incidence at 3 older Boston hospitals and 
found it to be 1 in 15,000. However, he care 
fully points to Peter Bent Brigham Hospital, 
the youngest hospital studied, which indexed 
one in every 3,000 hospital admissions # 
having this disease. Even in 1927, that author 
realized that instead of an increased incidene, 
this figure simply reflected increased di 
covery, because of more careful indexing 
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more searching interpretation of films and, 
above all, the increasing number of people 
being examined by x-ray. This same trend 
was implied by Sugarbaker* in a report in 
1940. Although in a 30 year period he found 
an over-all incidence of one case in 4,500 ad- 
missions to the New York Hospitals, two 
thirds of the cases were in the last half of 
the period studied. 

More recently, Rosenkrantz and his asso- 
ciatest reported one case in every 850 people 
admitted to the Bronx Hospital. These 
authors attributed the increase in discovery 
to careful reading of large numbers of 
roentgenograms. 

The most widely quoted report of incidence 
is that by Schmorl in 1932. Working en- 
tirely with autopsy material in Germany, he 
found a pathological evidence of disease in 
over 3% of people over 40. This was sub- 
stantiated by Collins,5 who, again dealing 
only with necropsy material, confirmed the 
microscopic incidence to be over 3% among 
persons over 40 years of age. This report 
emphasizes that Paget’s disease exists in a 
subclinical form with greater frequency than 
can be clinically recognized. In fact, the 
author expects 2 out of 3 cases to be diagnosed 
only by pathologic criteria. He further states 
that if the incidence of Paget’s disease in the 
hospital population over the age of 40 is 3 to 
4%, it is hardly surprising that Fairbank, a 
London radiologist, ascertained that the 
radiologists of London teaching hospitals 
each saw about 50 new cases of Paget’s disease 
a year. He believes that it is probable that 
more than 300 cases of Paget’s disease are 
admitted each year to any general hospital of 
500 beds, of which at least 100 should be 
diagnosed by x-ray. This would indicate a 
radiographically detectable case of Paget’s dis- 
ease in about every 500 admissions. 


Comment 


If we accept an incidence of one case of 
Paget's disease in 500 general hospital admis- 
sions as a conservative estimate of the fre- 
quency of disease in the Northern United 
States, there is a distinct contrast with the 
number of cases seen in our hospital. The 
reason for a local frequency of only one case 
in 2,300 new admissions is not apparent. 

The surgical subspecialties of urology, 
neurosurgery, and orthopedics are expected 
to furnish most of the patients in whom the 
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disease is diagnosed, not only by the nature of 
complaint, but especially because the region 
of the anatomy most likely to demonstrate the 
effect of the disease is almost always ex- 
amined by x-ray. Charlotte is a local re- 
ferral center, especially for these particular 
specialties; for this reason, the number of 
patients admitted to these services makes up a 
somewhat higher percentage of total hospi- 
tal admissions than one might ordinarily find 
in a hospital of similar size. 

An unknown variable is the threshold of 
recognition of the radiologists and clinicians 
interpreting the x-ray films. Many of the 
practitioners of all specialties, as well as both 
hospital radiologists, were trained in institu- 
tions outside the South, and are familiar with 
the x-ray appearance of bone in Paget’s dis- 
ease. It seems unlikely indeed that 3 out of 4 
recognizable cases of Paget’s disease of bone 
would be completely overlooked in this X-ray 
Department. 

While some cases may have been undiag- 
nosed or subsequently overlooked in the 
tabulation, the conclusion that there actually 
is a diminished frequency of this disease in 
this area is unmistakable. 

This geopathologic discrepancy is unex- 
plained, but it casts a shadow of doubt on the 
accepted theory of basic abnormality of 
vascularity as the etiology of Paget’s disease. 


Summary 


The frequency of Paget's disease of bone 
diagnosed by x-ray examinations in a general 
hospital in Charlotte, N. C., appears to be 
about one in every 2,300 new patients ad- 
mitted. Less than half the patients diagnosed 
are natives of the Carolinas. 


A random survey of hospitals in other 
regions of the United States suggests that the 
incidence in the Northern States is at least 
one in every 500 hospital admissions. 

Attempts to establish etiology should in- 
clude consideration of the geographical 
pathology of the disease. 
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Hyperthyroidism: 


THE OCCURRENCE OF PSYCHIATRIC SYMPTOMS in 
hyperthyroidism, usually centered in the area 
of affect, have led investigators to attempt to 
delineate the relationship of thyroid function 
to mental disease. These investigations, re- 
viewed by Altschule,! have generally been 
negative. On the other hand, attempts to 
delineate the changes in cerebral physiology 
occuring with increased metabolic rate have 
been limited to electroencephalographic 
studies of thyrotoxic patients,” or of schizo- 
phrenic® and normal® subjects made thyro- 
toxic experimentally. With the exception of 
the report of Condon, Becka and Gibbs* no 
efforts have been directed toward a determi- 
nation of the factors responsible for the pro- 
duction of the _ electroencephalographic 
changes and the relationship of these changes 
to psychiatric symptomatology. 

This report is an attempt to make such 
correlations and represents a preliminary re- 
port of our findings. In this report we have 
especially concerned ourselves with the fac- 
tors determining abnormal slowing in the 
EEG., and as well have made an attempt to 
describe the abnormalities in greater detail 
than has hitherto been the case. In a future 
report the relationship of these abnormalities 
to psychiatric symptomatology will be de- 
scribed in detail. 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 

+From the Departments of Psychiatry and Medicine, the 
University of Texas Medical Branch, Galveston, Tex. 

Supported in part by a grant M-2594, U.S.P.H.S., National 
Institutes of Mental Health, and a grant from The Hogg 
Foundation of the University of Texas. 


Clinical Laboratory and Electroen- 
cephalographic Correlations in 


W. P. WILSON, M.D., and J. E. JOHNSON, M.D.,t Galveston, Tex. 


For sometime it has been known that thyrotoxic patients may show abnormal 
electroencephalographic tracings. The authors are studying this fact 
with the hope of learning the causes for this abnormality. 


Patient Material and Method 


The 33 patients included in this study were 
selected from the hospital and clinic services 
of the University of Texas Medical Branch 
Hospitals in Galveston. Each patient had a 
history of symptoms of hyperthyroidism for 
periods varying from 2 months to 4 years, 
and in no instance had the patient been ade- 
quately treated for 3 months or the duration 
of the illness prior to the institution of this 
study. Four patients were known to have re- 
ceived antithyroid drugs and/or iodine 
therapy, but at the time of their selection 
for the study were not undergoing any form 
of therapy and had unequivocal laboratory 
evidence of active hyperthyroidism. Electro- 
encephalographic recordings were made on a 
Grass III-D_ electroencephalograph using 
silver-silver chloride electrodes in standard 
head positions. A routine record was made 
in which hyperventilation and intermittent 
photic stimulation were carried out. The 
frequencies used were 2, 4, 6, 8, 10, 12 and 15. 
Also in the instances where it was possible 
to perform arousal studies, these were carried 
out using the technic of Wilson and Wilson’ 
Photic stimuli were presented using a Grass 
PS-2 photic stimulator. 

The electroencephalographic records were 
analyzed for: (1) the average frequency of the 
parieto-occipital rhythms; (2) the presence of 
Theta activity; (3) Delta activity; (4) Beta 
activity in which the voltage and persistance 
of the Beta activity in the frontal and central 
regions was ascertained; (5) the hyperventil 
tion response was graded on the basis of its 
severity from 0 to 4+; (6) the mean arousal 
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response duration was calculated from a series 
of 12 or more clearly discernible arousal re- 
sponses; (7) in those instances where spon- 
taneous abnormalities in the slower fre- 
quencies were observable the projection areas 
of the bilaterally synchronous slow waves 
were recorded; and (8) clinical and laboratory 
data were obtained from the patient’s routine 
hospital record and, where it was thought 
advisable, special information was obtained 
by interviewing the patient directly. These 
data were analyzed for age, sex, duration of 
illness, severity of symptoms, and the presence 
of psychiatric symptomatology. The labora- 
tory data recorded were the protein-bound 
iodine and the radioactive iodine uptake. In 
the analysis of the data, the following cor- 
relations were made: The records were 
divided into normal and abnormally slow 
records and correlated with the presence of 
psychiatric symptomatology, the severity of 
thyrotoxic symptomatology, the presence of 
medical complications, sex of the subject, 
duration of the illness, and age. Furthermore, 
a statistical analysis of the laboratory data 
was carried out in an effort to ascertain 
whether there was any quantitative relation- 
ship between the elevation of the PBI. and 
RAI. and the EEG. (Tables 1 and 2). When 
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possible, records were obtained on the patients 
after treatment and also after the administra- 
tion of reserpine. However, since these are few 
in number to date they are not included. 


Results 


Cerebral decompensation in hyperthyroid- 
ism seems to be determined by several factors. 
Although the data accumulated here are 
limited, it appears that a young woman who 
has had clinically severe disease of short 
duration is more likely to show electroen- 
cephalographic slowing. 

Supporting the above statement is the ob- 
servation that 50% of the patients with 
abnormal EEG.’s (10/20) are under 30 years 
of age and that 25% (5/20) are under 20 
years of age. These findings are in contrast 
to the normal group where only 2 patients 
(2/13) are under 30 years of age, being 28 
and 29 years respectively. Age in this study 
seems to clearly be a factor determining the 
occurrence of electroencephalographic ab- 
normality. The occurrence of abnormalities 
in the younger group is not surprising, since 
the immature brain is generally considered to 
be more susceptible to physiologic alterations 
than is the mature brain. However, Hoff- 


TABLE 1 
ABNORMALLY SLOW EEG. 


Patient Sex Duration Age Psychiatric Med. Severity PBI. RAI. 
M-F of Illness <30 >30 Symptoms Comp. of Symptoms 

1 F 24 10 ++ +++ 16.0 _ 

2 F 24 32 ++ ce >20 55% 

3 F 2 36 + +++ >20 54 

4 F 8 39 + yes ote 12.5 78 

3 M 24 12 ++ corks 17 = 

6 F 24 37 ++ yes +++ 16.6 90 

7 F 12 15 + yes +44 18.7 51 

8 F 24 23 a poh 16.6 85 

9 F 12 29 a yes ce 17.5 56 
10 M 3 19 + “ 15.8 65 
il F 48 46 ++ ++ 12.7 71 

12 F 2 49 aa who >20 60 
13 F 5 27 a yes + 15.8 47 
F 10 41 yes >20 72 
F 4 34 + 77 
6 F 2 53 seks hate 15.1 59 
7 F 6 26 +++44+4+ Dep yes +44 — 59 
18 F 4 17 = = ++ >20 65 
7 F 4 49 + yes ae 17.0 62 
20 M 2 22 +++ +++ >20 43 

summary 3M N=20 N=20 4+=1 +4=0 N=18 N=18 
17F X=12mo. X=31 3+= 8 +3=8 X= 173 X = 64% 
2+=8 +2=10 
+1=2 
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TABLE 2 
NORMAL EEG. 


Patient Sex Duration Age Psychiatric Med. Severity PBI. RAI. (T24) 
M-F of Illness <30 >30 Symptoms Comp. of Symptoms 
1 M 14 63 a yes coh >20 56% 
2 F 6 56 No data 0 13.4 50 
3 M 3 48 anon yes ++4++ 18.7 63 
4 M 12 39 + +++ 15.7 63 
5 M 4 29 No data ooo — 68 
6 F 24 58 No data 0 17.9 59 
7 F 7 35 ++ ++ * 70 
8 F 48 28 ++ + 9.3 60 
9 F 12 47 +++4++ Schiz. + 19.1 33 
10 M 30 34 0 yes +++ 17.9 66 
ll F 24 46 0 ++ 15.8 61 
12 F 36 53 ++ 6.3 70 
13 F 8 64 + t+ ata 69 
Summary 5M N=18 N= 38 4+=1 3 4+=1 B= N=138 
8F X = 18 mo. L=3 3+=1 3+=2 X= 15.0 X= 606 
2+=3 2+=5 
1+=2 1+=3 
+=1 


man and associates® have postulated, based on 
studies of young and old rats, an increasing 
sensitivity of body tissues to thyroid hormone 
with age. Using his findings it might be as- 
sumed that there would be an increased in- 
cidence of abnormalities in the older patients. 
This was not the case since only 5% (1/20) 
of the patients with abnormal EEG.’s were 
over 50 years of age, whereas 38% (5/13) of 
those patients with normal EEG.’s were over 
50 years of age. 

The factor of the sex of the patient also 
appears to play a decided role in the determi- 
nation of electroencephalographic abnor- 
malities. The rather low incidence 15% 
(3/20) of males in the abnormal group is in 
contrast to the normal group where 38% 
(5/13) were males. Although the total num- 
ber of males is small, the striking lack of 
abnormalities is worthy of mention. In all 
instances Alpha rhythms were well preserved, 
and even the records that were classified as 
abnormal show only minimal slowing and 
were classified as borderline abnormal. Three 
male patients with normal records were clini- 
cally quite ill at the time of the study, the 
severity of their disease being 3+ (2 cases) 
and 4+ (1 case). These findings suggest a 
biologic resistance of the male to the effects 
of increased metabolic activity. Such a notion 
is in part substantiated by the common ob- 
servation that the incidence of the disease is 
less frequent in the male. This suggests that 
the sex steroids may have a conditioning in- 


fluence on the action of thyroxine in all 
tissues. 

The observation that the patients with ab 
normal records had a shorter mean duration 
of disease is difficult to explain. However, 
the correlation of this finding with an in 
creased severity and younger mean age does 
suggest the operation of some unknown factor 
responsible for these differences. 

Of the laboratory studies only two of these 
were selected for comparison; these were the 
protein-bound iodine and the radioactive 
iodine uptake. Here it was demonstrated that 
there was no statistically significant differ- 
ence in the radioactive iodine uptake (65% 
abnormal versus 61% normal, P — ns). The 
difference in the protein-bound iodine level 
in the two groups was again not significant 
with a mean value of 17.3 in the abnormal 
group versus a mean value of 15.0 in the 
normal group (T = 1.082, P = <.1 >). 

EEG. Findings (Normal Rhythms) 

The parieto-occipital rhythms in patient’ 
with experimentally induced hyperthyroidism 
and with Graves’ disease have been reported 
to show an increased frequency.*5* In this 
study the mean parieto-occipital frequenq 
of all records was 10.6 cycles per second which 
is normal. There was, however, a gross it 
crease in the occurrence of Beta rhythm 
(15-25 c/s) in the frontal and central regioms 
with 14 of the 33 patients showing Bea 
voltages over 50y v. and persistence of thes 
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rhythms throughout the record. It is in- 

teresting that there was no correlation of 

these changes with other abnormal rhythms, 

this change being observed in 7 of the normal 
oup and 7 of the abnormal group. 

Slow rhythms constituted the major ab- 
normalities observed. The occurrence of 
slowing has been previously reported. How- 
ever, the distribution of these rhythms is 
worthy of mention. In 10 patients the slow 
rhythms were diffuse, in 2 primarily fronto- 
temporal, and in 6 temporo-occipital in oc- 
currence. Two patients showed slow rhythms 
in the temporal regions only. The only con- 
sistent area involved was the temporal region. 

Vigorous hyperventilation even in the most 
abnormal records rarely accentuated the ab- 
normalities seen, and in only two instances 
was the change produced by hyperventilation 
persistent for longer than 30 seconds. 

Intermittent photic stimulation produced 
interesting findings (Fig. 1). Of the 25 patients 
studied, high voltage photic responses were 
elicited by low frequency stimulation (1-6) 
in 16 patients and by high frequency stimu- 
lation (8-15) in 17 patients. In 2 patients 
photomyoclonic responses were observed with 
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high frequency stimulation. The occurrence of 
this profound sensitivity to photic stimulation 
gives rise to speculation regarding the effect of 
hyperthyroidism on visual mechanisms. 

Studies of arousal were of particular in- 
terest. In 13 patients no arousal responses 
were observed in response to single photic 
stimuli, in 6 instances these responses were 
below the normal mean duration, 2 patients 
were considered normal, and 2 patients had 
abnormally long responses. The remaining 
10 records could not be used due to low 
voltage background rhythm, gross abnor- 
malities, or excessive muscle artifact which 
made interpretation unreliable or impossible. 
These findings are further evidence of a pro- 
found alteration in cerebral physiology, and 
could be offered along with the lack of re- 
sponse to hyperventilation and the increase in 
sensitivity to photic stimulation as evidence 
of disturbances in reticular system function. 
The evidence presented here tends to indi- 
cate a hyperactivity of the basic reticular 
activity. 


Summary 
The electroencephalographic findings in 33 


FIG. 1 


PHOTIC RESPONSES SEEN IN FEMALE PATIENT 
WITH SEVERE HYPERTHYROIDISM 
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cases of thyrotoxicosis are presented. Ab- 
normally slow rhythms were seen in 65% of 
these patients. The basic parieto-occipital 
frequencies were within the normal range. 
Beta rhythms were accentuated in 42% of 
the patients. The distribution of the slowing 
was primarily in the temporal lobe, however 
this was most frequently part of a diffuse, 
frontotemporal, or occipitotemporal distri- 
bution. 

Evidence for an increase in the basic level 
of reticular system activity is presented. 
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Discussion (Abstract) 


Dr. Robert Utterback, Memphis, Tenn. Drs. Wilson 
and Johnson have called our attention to some 
interesting correlations regarding the abnormally slow 
potentials in electroencephalograms in their patients 
with thyrotoxicosis. Knowing that their studies are 
continuing, I should like to pose certain additional 
questions. In the first place, I wonder if any of these 
patients had evidence of central nervous system dis- 
ease which could conceivably have produced hyper. 
thyroidism secondarily. This seems particularly rele. 
vant in view of the report by Thiebaut, Rohmer and 
Wackenheim that slow potentials of the sort reported 
here are most frequently associated with hyper- 
thyroidism originating in disease about the diencepha- 
lon or hypophysis. 

A second interest will be in hearing further what 
happens to the electroencephalographic abnormalities 
after treatment. It has been repeatedly mentioned that 
the fast potentials Drs. Wilson and Johnson noted have 
had a tendency to disappear with the medical or 
surgical relief of hyperthyroidism. 

I would also appreciate a few further remarks from 
Dr. Wilson explaining the basis for his statements that 
the diffuse slow activity indicates “hyperactivity of 
basic reticular activity.” 

Incidentally, it may be worth commenting about the 
authors’ observation that abnormal records were fre- 
quently associated with a shorter mean duration of 
disease. This phenomenon is one commonly en- 
countered in electroencephalography. Apparently the 
more rapidly the cerebrum is affected by any process 
the more likely the electrical activity is to be ab- 
normal. I would certainly agree the pathologic 
physiology back of this observation is still not clear. 
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Modern Management of Hemorrhoids: 


G. TURNER HOWARD, JR., M.D., Knoxville, Tenn. 


Hemorrhoidectomy is an operation feared by many patients because almost anyone has had 
friends or relatives who have had a most uncomfortable postoperative course after aces a 
edure. The author has analyzed the causes for postoperative pain 


and believes he has solved this common complaint. 


IT Is UNFORTUNATE that most patients fear 
hemorrhoidectomy as much today as their 
grandfathers did many years ago because it 
has the reputation of being the most painful 
of all surgical procedures. They also fear 
the loss of bowel control or the necessity of a 
long series of painful dilations after oper- 
ation. As a result, thousands treat themselves 
or seek relief from all kinds of charlatans. 
Many resort to the patent remedies adver- 
tized in the daily papers under such headings 
as “Blessed Relief From The Misery of 
Hemorrhoids Without Painful Surgery.” 


It would seem that the attention of the 
surgeon has been directed mainly to pushing 
the frontiers of surgical practice into an ever 
enlarging sphere of formidable problems not 
possible to solve hitherto. However, in doing 
so, there has been a tendency to neglect some 
of the everyday procedures of which one is 
hemorrhoidectomy. Consequently, some sur- 
geons continue, as a matter of habit, year 
after year to violate some of the principles 
of wound healing which are strictly adhered 
to in other fields. Such procedures as using 
the actual cautery, with its subsequent 
slough of tissue, the application of clamps to 
tissue not to be excised, the excision of large 
amounts of normal tissue with resultant pain- 
ful stenosis, and the use of rectal packs, 
spools, or “whistles” are among the common 
causes of a long and very painful postoper- 
ative course. 


The anal canal is normally an empty 
passage when at rest, and when a foreign 
body is inserted into it there is constant 
spasm in an effort to pass the “artificial 
stool,” which causes excruciating pain when 
this sensitive area is in a raw postoperative 


*Read before the Section on Proctology, Southern Medical 
ber 16-19, en -Third Annual Stenting, Atlanta, Ga., Novem- 
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state. The use of so-called anesthetic oint- 
ments gives very little and transient relief at 
best, and may delay wound healing. Raw 
surfaces and swelling produce pain, and 
every reasonable effort to reduce both is 
essential to a comfortable postoperative 
period. 

To relieve the spasm and resultant pain 
some have advocated the intramuscular in- 
jection of tubocurarine chloride.1 However, 
this technic reduces the narcotic require- 
ments only slightly and has been found to 
have undesirable side-effects, such as diplopia 
and severe muscular weakness. Nevertheless, 
because the anal region is so rich in nerve 
endings and so sensitive, various long-lasting 
anesthetic agents have been injected into the 
perianal tissue to minimize or eliminate the 
severe pain that may accompany hemorrhoid- 
ectomy. Many have proven ineffective, or 
may become the causative agents for un- 
desirable complications, such as_ slough, 
abscesses or fistulas. On the other hand, we 
have found the proper injection of a solution 
of procaine, Butesin and benzyl alcohol in 
peanut oil to be exceptionally effective, safe 
and free from the complications described 
above. 

It is believed that the modern approach to 
the surgical treatment of hemorrhoids should 
not only include the employment of sound 
surgical principles and the use of a safe long- 
lasting anesthetic agent, but should also in- 
clude a sigmoidoscopic examination of every 
patient before hemorrhoidectomy is _per- 
formed. This may be done in the office be- 
fore hospitalization or just prior to the actual 
operation. Many polyps have been discovered 
and removed as a result of this, and a number 
of early unsuspected carcinomas have been 
diagnosed. It is distressing to see patients 
referred after a previous hemorrhoidectomy 
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because of bleeding and pain from a cancer 
just above the anal canal, or bleeding from 
polyps above the anus missed by the failure 
to employ sigmoidoscopy routinely. 

Because of the temporary relief obtained 
and the complications that may arise, it is 
believed that the injection of sclerosing so- 
lutions into hemorrhoids as a means of de- 
finitive treatment should be greatly limited. 
Although this procedure is usually done for 
the patients with bleeding internal hemor- 
rhoids, it is felt that surgical excision is the 
soundest approach, unless there are circum- 
stances which make hemorrhoidectomy 
contraindicated. 


Technic 


A high cleansing soap suds enema is given 
the night of admission to the hospital and 
repeated two hours before operation. The 
patient is usually given a general anesthetic 
but may be given a low spinal or caudal 
anesthesia if preferred. Usually the choice 
of anesthesia is left to the patient and the 
anesthesiologist. 


The patient is placed in the lithotomy po- 
sition because of its advantage from the 
standpoint of anesthesia. Also, the skin over 
the ischiorectal fossa and of the perianal 
region is thereby stretched, making for easier 
exposure and less retraction. Sigmoidoscopic 
examination is done at this time if this has 
not been done previously. 


After suitable preparation and draping, 
the rectum is dilated to four fingers, not only 
to allow of better exposure, but to cause a 
certain amount of muscle fatigue which tends 
to minimize the sphincter spasm that is so 
painful after operation (Fig. 1). The rectum 
is inspected carefully with the aid of a 
bivalve speculum to plan the approach. The 
hemorrhoids fall into three groups, and it is 
considered of paramount importance to leave 
a complete bridge of skin and mucosa be- 
tween each excised hemorrhoidal mass. 


We prefer to trim away an occasional tag 
of skin later in the office under local 
anesthesia, than to have the development of 
stenosis that is seen sometimes after the 
circumferential or amputative excision of 
hemorrhoids, requiring suturing of the anal 
skin to the mucosa. This condition has been 
described in the literature as the “Whitehead 
Deformity.” With this condition there is 
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Fig. 


continual anal wetness and discomfort with 
varying degrees of incontinence to stool and 
gas. 

With the Sims retractor, good exposure of 
each of the three hemorrhoidal groups is ob- 
tained in turn. The internal and external 
hemorrhoids are each grasped with an Allis 
clamp. A suture of #0 gastrointestinal catgut 
is taken through the mucosa around the 
hemorrhoidal vein above the _ internal 
hemorrhoid (Fig. 2,A). A V-shaped incision 
is made at the base of the external hemor- 
rhoid and the dissection is carried upward. 
The pedicle is then clamped and both in- 
ternal and external hemorrhoids are excised 
above the clamp (Fig. 3,A). I have tried to 
minimize the raw surfaces left in the sensitive 
anal region by a loose over-and-over suture 
of catgut to bring together the edges of skin 
and mucosa, leaving some room for drainage 
(Fig. 3,B). I have found no difficulty with 
complications from this procedure, and the 
quick healing and lack of pain has made it 
worthwhile in my hands. 

A small amount of sulfathiazole powder is 
sprinkled into the rectum, and the anal 
region is again carefully prepared with an 
antiseptic solution. A small piece of gauze 
is temporarily placed into the rectum while 
the perianal injection of an anesthetic solv- 
tion is done. Ten cc. of solution is usually 
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employed. Each cc. contains a procaine base 
of 15 mg., Butesin 60 mg. with benzyl alcohol 
50 mg. in peanut oil (Zyljectin). Care must 
be taken not to make the injection super- 
ficially or to pool the solution. In my ex- 
perience, the effects last 5 to 8 days and most 
of the patients so treated require no hypo- 
dermic injections of narcotics for pain. Few 
require codeine by mouth. When the effect 
of the local anesthetic wears off the rectum 
has healed enough so there is no pain. The 
patient is usually sent home on the third 
postoperative day. 


Postoperative Management 


Proper postoperative care is very important 
for the patient’s comfort and quick healing. 
No pack or foreign body is left in the anal 
canal. However, a pressure dressing is ap- 
plied for three hours. After three hours the 
dressing is changed and the patient is started 
on constant warm wet boric acid solution 
compresses to be changed three times a day. 
The dried blood and hard dressing may 
cause discomfort if allowed to stay in place 
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too long. The patient is allowed up to void 
on the day of operation, and full ambulation 
is encouraged the first postoperative day. A 
full liquid diet is given when tolerated. On 
the first postoperative day the patient is 
started on hot sitz baths three times a day. 
One dram of paregoric is given three times a 
day to slow down peristalsis. This is not 
essential but keeps the urge to have a stool 
from occurring until the third postoperative 
day when the drug is discontinued, and $ 
ounces of warm oil are injected into the 
rectum through a catheter. This is followed 
in one-half an hour by a soap suds enema. 
One ounce of mineral oil is given orally twice 
daily starting on the evening of the second 
postoperative day. A regular diet is begun 
on the morning of the third day and the 
patient is discharged the afternoon of the 
same day. It is believed some broad spectrum 
antibiotic should be given because the rectum 
is potentially infected. The rectum is in- 
spected daily, but no digital examination is 
done before the patient returns for a check- 
up one week after discharge from the hospi- 
tal. When the patient leaves the hospital he 
is instructed to continue mineral oil twice 
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daily to regulate his bowels to one or two soft 
movements per day. He is also advised to 
continue the hot sitz baths until all soreness 
is gone. 

Results 


Two hundred and four consecutive cases 
of hemorrhoids have been treated by the 
above technic. It has been unusual to have 
patients complain of pain. Of course indi- 
vidual thresholds for pain vary greatly and 
some patients will feel the need for narcotics. 
This is usually only on the day of operation 
and commonly while the patients are semi- 
conscious from the general anesthetic. Some 
nurses are prone to give narcotic injections 
to patients thrashing about to quiet them 
while they are beginning to react from the 
anesthesia. No restriction to narcotics is 
made. They are offered morphine sulfate 
gr. 1/6 (10 mg.) or meperidine (Demerol) 75 
mg. every three hours if necessary for pain. 
Some are given 30 mg. of codeine with aspirin 
0.6 Gm. by mouth if desired. Only 20% of the 
204 patients studied have requested a nar- 
cotic for pain. In this series of patients there 
have been no complications such as abscesses, 
fistulas, loss of bowel control or stenosis. 
However, there were two cases of postoper- 
ative hemorrhage, both requiring transfusion 
of whole blood. Both were controlled with 
local application of topical thrombin on 
Gelfoam sponges and pressure dressings. 


Discussion 


The presentation of any one technic of 
hemorrhoidectomy will evoke some _ con- 
troversial points. Most surgeons fear the in- 
jection of a local anesthetic in the perianal 
tissue because of the possibility of abscess 
formation. This was a problem with a sub- 
stance used previously for long-lasting relief 
from pain. With the use of Efocaine in over 
100 cases we had an incidence of postoper- 
ative abscess or infected pockets of 10 per 
cent. This difficulty has not been en- 
countered in our present technic. 

It has been a time honored dictum that 
the defect from hemorrhoidectomy should be 
left completely open to allow the wound to 
heal from the bottom up. Although we 
believe this is certainly true in fistulectomy, 
it has not proven to be the case for hemor- 
rhoidectomy. The advent of antibiotics is 
probably greatly responsible for this. 
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There are many advocates of the more 
radical operation for hemorrhoids, and such 
operations may have a place in the surgeon's 
armamentarium. However, I have not found 
it necessary to employ the so-called radical 
amputative operation in any of the 204 cop. 
secutive cases studied, in a number of whom 
there were thrombosed, strangulated hemor. 
rhoids with beginning gangrene. I prefer to 
avoid this operation because the anal funnel 
may be ironed out with the mucocutaneous 
border at the anal verge, causing anal wet- 
ness and discomfort with varying degrees of 
incontinence to stool and gas in an appreciable 
number of cases. Plastic repair may have to 
be done when symptoms are sufficiently 
disturbing. 

I believe that the patient with severe, 
thrombosed, strangulated hemorrhoids should 
be treated as a surgical emergency, and they 
are taken to the operating room for immedi- 
ate operation. In my experience in these 
severe cases the hemorrhoids occur in the 


_ usual three groups and the technic of oper 


ation is similar to that described above. How- 
ever, since these patients do not have the 
opportunity for a good preoperative cleansing 
of the bowel, they are given no paregoric 
and are started on mineral oil by mouth on 
the first postoperative day. If no bowel 
movement occurs, an oil retention and a soap 
suds enema are given the second postoperative 
day. These patients usually have a most 
satisfactory convalescence and are the most 
grateful because they are completely relieved 
of their severe pain immediately following 
surgery. 


Summary 


It is believed that the modern management 
of hemorrhoids should be directed toward an 
operation that will cure the condition with a 
minimum of complications, a normal func 
tioning anal canal, and very little if any post- 
operative pain. Adherence to sound surgical 
principles, combined with the injection of 
safe, effective, and long-lasting anesthetic 
agent in the perianal tissue should accomplish 
these aims. A series of 204 consecutive cases 
of hemorrhoidectomy have been reported in 
which 80% of the patients required no nar 
cotic injection for pain postoperatively. The 
majority of the patients who did need nar 
cotics, did so only on the day of operation. 
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Discussion (Abstract) 


Dr. George Sessions, New Orleans, La. Wherever 
possible, regional anesthesia such as a low spinal, 
saddle block, or caudal given by one who knows how 
to use it, is the anesthesia of choice for anorectal 
surgery. Since the prone position is often used, general 
anesthesia is undesirable because the patient must be 
intubated to assure a patent airway, and extreme re- 
laxation is not obtained without the use of relaxants 
or achieving undesirable depths of anesthesia. Serious 
physiologic derangements coupled with the possibility 
of overdosage are potential hazards with deep 
anesthesia. Inadequate respiration is not uncommonly 
the handmaiden of relaxants and deep anesthesia. 
These objections are obviated when the patient is 
awake. 

On the other hand, a low spinal or saddle block is 
simple to induce and affords the surgeon those two 
items he so universally desires—relaxation and relief 
of pain. One can select a long-lasting anesthetic, com- 
bine it with epinephrine, and get prolonged analgesia 
in the postoperative period which will decrease. the 
necessity of narcotics to a certain extent. I certainly 
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agree with Dr. Howard that the use of relaxants, such 
as d-tubocurarine, for the relief of postoperative 
spasm is a hazardous procedure. 

The use of preparations which allegedly give long- 
lasting anesthesia seems to wax and wane. Most of 
these are mixtures of a local anesthetic and some 
vegetable oil or some type of glycol base. The local 
anesthetic is usually one of the insoluble types such 
as benzocaine with a procaine base combined with 
benzyl alcohol. It is well-known that propylene glycol 
is a desiccating agent and an irritant. This was the 
solvent used in Efocaine a number of years ago which 
was responsible for the sporadic cases of damage to the 
rectal sphincter followed by incontinence and sloughs. 
Oily solutions produce varying degrees of tissue 
damage, though not as intense as propylene glycol. 

There is no question that certain practitioners have 
used these oily solutions many times repeatedly and 
with apparently good results as far as postoperative 
discomfort being relieved. However, sooner or later, 
the doctor encounters a bad result about which he says 
little, but he ceases to use the preparation. This ac- 
counts for the appearance and disappearance of the en- 
thusiasm for concoctions yielding long-lasting anes- 
thesia. This would be the ideal way to obtain post- 
operative relief of pain for hemorrhoidectomy, were 
a nonirritating, safe drug or combination of drugs 
available. Unfortunately, we know of none which will 
produce this long-lasting anesthesia without varying 
degrees of focal irritation. 
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Visceral Larva Migrans- 


JOHN H. DENT, M.D.,t New Orleans, La. 


This is a syndrome probably unfamiliar to many physicians. Chronic eosinophilia in childhood 
should raise this condition as a possibility in diagnosis. So-called tumors of the retina 
accompanied by eosinophilia probably represented a larval granuloma, and recognition of its 
true nature may avoid the loss of an eye. The visceral involvement is probably not rare in 


childhood, especially in the child who has pica. 


VISCERAL LARVA MIGRANS is a symptomatic 
complex resulting from infections of the 
human viscera by larvae of nematodes nor- 
mally parasitic to lower animals.1 Thus far, 
only the dog and cat ascarides of the genus 
Toxocara have been identified as the in- 
vading parasites. It is anticipated, however, 
that others will be discovered. There is some 
evidence to suggest that several species of 
hookworm which infect man may occasionally 
behave in a manner similar to Toxocara, and 
produce the visceral larva migrans type of 
disease.?.8 

Human ingestion of topsoil contaminated 
with dog or cat feces containing the infective 
ova is common among young children in the 
ordinary course of active play. These infec- 
tive ova hatch within the lumen of the human 
intestine, and the larvae quickly penetrate 
the intestinal mucosa. Migration to other 
organs then starts via blood stream, lym- 
phatics and tissue spaces. These larvae mi- 
grate in the human tissue in an aimless fash- 
ion and never become adult worms capable 
of reproduction. Within the tissues of the 
viscera they live and are active for months, 
or even several years. The local tissue re- 
sponse to the larvae is a focal granuloma. 
The over-all systemic response and constitu- 
tional symptoms are presumably due to a 
hypersensitive state induced by the foreign 
proteins of the invading parasites. 

Since 1952, the time it was first described, 
substantial advances have been made in the 
study of this syndrome. However, continuing 
research is needed to evaluate factors respon- 
sible for the basic tissue response and hy- 


*Read before the Section on Allergy, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 
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perergic phenomena observed in this disease, 


It is now generally recognized that visceral 
larva migrans occurs in widely scattered geo 
graphic areas. Also, better appreciated is the 
fact that this disease may present with a wide 
variety of constitutional symptoms. The spec- 
trum of the disease varies from the apparently 
healthy asymptomatic child with a sustained 
eosinophilia, to one who is gravely ill. 

The actual incidence of the disease, includ- 
ing cases of all grades of severity, is impossible 
to determine with the present-day methods 
of diagnosis. Recently a hemagglutination 
test has been developed which promises to be 
an aid in the serologic diagnosis of visceral 
larva migrans.* On the basis of the data at 
hand, it can be postulated that this syndrome 
is one of the most important single causes 
of a sustained eosinophilia in the peripheral 
blood of children. An established fact, in sup 
port of this statement, is the cosmopolitan 
distribution of the dog and cat ascaride. From 
well documented studies it has been shown 
that approximately one third of mature male 
dogs, and one third of the puppies, but only 
5% of mature female dogs, pass Toxocara 
eggs in the stool.5-* The close association of 
children with dogs, in the home and in the 
door yard, in urban and surburban areas, 
both in the north and in the south, needs no 
documentary proof. Under these happy ar 
cumstances the toddler has ample opportunity 
to ingest contaminated topsoil containing the 
embryonated ova of Toxocara. Just how 
many ova he may ingest depends on his 
natural proclivities. If he is addicted to “dirt 
eating,” and contaminated topsoil is available 
to the child, he may ingest incredible num 
bers of the embryonated ova, and subsequent 
ly develop visceral larva migrans in its most 
devastating form. On the other hand, numer 
ous reports have attested to the fact that 
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visceral larva migrans may be something of 
a group or “family affair” and occur in chil- 
dren with no history of pica. Apparently 
healthy and asymptomatic siblings, and closely 
associated contemporaries of children serious- 
ly ill with a proven case of this disease, have 
been found to have a significant and sus- 
tained eosinophilia in the peripheral blood. 
Circumstantial and serologic evidence is suf- 
ficient to indicate that these children have 
visceral larva migrans but are relatively 
asymptomatic. The wide random distribution 
of dog feces? contaminated with Toxocara 
ova about the yard, streets, and sidewalks 
provides ample opportunity for children, in 
any number of ways, to ingest varying 
amounts of contaminated material. In these 
cases, there may be no history of a household 
dog or cat, nor any known close association 
with these animals. Also, these children may 
not have a history of pica. They are, as it 
were, infected accidentally from neighbors’ 
pets. Smith and Beaver have shown that the 
ingestion of only 200 infective ova by the 
human will give rise to a significant and 
sustained eosinophilia in the peripheral blood 
without accompanying constitutional symp- 
toms. Recently, Chandhuri® reported that 


the experimental ingestion of about 100 in-. 


fective ova by an adult resulted in a prompt 
eosinophilia followed much later by a pulmo- 
nary infiltration. It appears that adults are 
not immune to infection by these parasites, 
but escape infection because their personal 
health habits differ from the habits of chil- 
dren. 


The logical conclusion to draw from these 
observations is that the severity of the symp- 
toms will be roughly proportional to the num- 
ber of larvae in the tissues, modified perhaps 
in certain cases by the individual degrees of 
hypersensitivity to specific or closely related 
antigens. The influence of previous or con- 
comitantly acquired infection by the Ascaris 
lumbricoides on the hypersensitive or “im- 
mune state” of an individual suffering from 
visceral larva migrans is not known. 

A case in point raises this question and sug- 
gests that young children sensitized by even 
minimal numbers of Toxocara, and who are 
asymptomatic, may, when subjected to rein- 
fection by either Toxocara canis or Ascaris 
lumbricoides, develop suddenly severe and 
occasionally fatal bronchial asthma. Recently, 
we saw a 30 months old child who died in 
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severe status asthmaticus after only a few 
hours of illness. There was no history of a 
previous asthmatic attack. Routine autopsy 
revealed several adult Ascaris lumbricoides 
in the lumen of the small bowel. For this rea- 
son, the liver was carefully re-examined and 
a very occasional nondescript minute white 
area was discovered, which on histologic ex- 
amination proved to be granuloma contain- 
ing the larvae of Toxocara canis. The lungs 
were typical of acute asthma in that they 
were distended, and the small bronchi were 
filled with a thick exudate consisting of in- 
numerable eosinophils. In addition, a single 
granuloma was found in the lungs. Unfor- 
tunately, no quantitative estimate of the num- 
ber of invading parasites was made, but it 
seems likely that this case represented a mini- 
mal infection. Although highly speculative, as 
to the fatal bronchial asthma, a cause and 
effect was suggested. The course of events 
suggested the possibility of a reaction of 
highly sensitized lung tissue to an additional 
dose of a specific or closely related antigen 
derived from a recently acquired infection by 
Ascaris lumbricoides, or a fresh infection with 
Toxocara. Brill reported a somewhat similar 
case in 1953.19 Beaver and Danaraj! re- 
ported pulmonary ascariasis as a cause of 
fatal bronchial asthma in an adult. At any 
rate, children who have minimal or “asymp- 
tomatic infections” should be re-evaluated in 
terms of their hypersensitive state if the like- 
lihood of reinfection or infection with anti- 
genically similar larvae still exists. 


Clinical Picture 


The clinical picture of visceral larva 
migrans has been well documented else- 
where.!? Suffice it to say that a striking eosino- 
philia, hepatosplenomegaly, and hyperglob- 
ulinemia are the outstanding clinical find- 
ings. Fever, irritability, pallor, loss of appe- 
tite, malaise, and frequent attacks of bron- 
chitis with asthmatic overtones are frequent 
but nonspecific complaints. A patchy or dif- 
fuse bronchopneumonia may occur. Be- 
havioral changes are regarded as especially 
significant since the larvae have been iden- 
tified in the central nervous system. Transi- 
tory symptoms identical with petit mal have 
been observed. Patchy erythematous urticarial 
or papular skin rash may occur over the ab- 
domen and lower extremities. Secondary in- 
fection with pyogenic organisms due to 
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scratching is common and, interestingly 
enough, the purulent exudate will contain 
numerous eosinophils. Biopsy studies of the 
skin lesion may reveal only a mild fibrinoid 
change in the dermis with a scattering of 
perivascular histocytes and eosinophils. The 
total leukocyte count may vary from 15,000 
to 100,000 cells per cu. mm., with the eosino- 
phils varying from 15 to 90% of the total. 
The eosinophils are mature, although an oc- 
casional eosinophilic myelocyte is encoun- 
tered. Many of the eosinophils may contain 
a vacuolated cytoplasm. Bone marrow exami- 
nations reveal a marked eosinophilic hyper- 
plasia. Megakaryocytes may be increased in 
number. 


A large proportion of the larva found in 
the human eye by Wilder,!* have been defi- 
nitely identified as Toxocara canis. The 
granulomatous lesions which result are gen- 
erally mistaken for malignancy and the eye 
is removed.!* There is no knowledge of the 
actual frequency of cases in which the larva 
are fortuitously localized in the eye. It would 
seem to be relatively rare. However, a suf- 
ficient number of cases have been described 
to make nematode endophthalmitis due to 
Toxocara canis an important consideration 
in the differential diagnosis of malignant 
tumor occurring in the eye of young children. 
A study of the reported cases suggests that 
the eye is usually involved following a mild 
infection in which the eosinophilia and con- 
stitutional symptoms have not been outstand- 
ing. The granulomatous retinitis, together 
with regions of retinal detachment, may be 
clinically suggestive of retinoblastoma. Since 
the diagnosis of nematode endophthalmitis 
is made in retrospect after the eye has been 
enucleated, the clinical course of the un- 
treated disease is not known. Considering the 
basic reaction caused by the larvae, there is 
no reason to assume that enucleation of the 
eye would be indicated. It is therefore sug- 
gested that all children who have a retinal 
lesion so suggestive of retinoblastoma that 
enucleation of the eye is desirable, have a 
hemagglutination test for Toxocara done also. 
This applies, of course, to that age group in 
which the possibility of infection with the 
larva of Toxocara cannot be ruled out. Also, 
this would permit evaluation of the test in 
cases where nematodes rather than cancer are 
found, when the eye is subsequently sec- 
tioned. 
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Pathogenesis 


After the child swallows embryonated 
Toxocara eggs which are found in moist dirt 
contaminated with dog feces, the larvae hatch 
and penetrate the intestinal mucosa. Migra. 
tion to other organs then starts apparently 
via lymphatics, blood stream and tissue spaces, 
The liver becomes studded with numerous 
granulomas containing larvae. Some larvae 
bypass the liver or penetrate the hepatic veins 
to form granulomatous lesions within the 
lungs. From their localization within the lungs 
the larvae are widely disseminated via the 
blood stream to other organs, especially the 
central nervous system. 


Recently certain inherent differences in 
the migratory pattern of ascarides have been 
described.15 The migratory pattern of 
Toxocara canis in the dog, its natural host, 
follows the usual tracheal life cycle, with the 
outstanding difference being that the 
Toxocara canis and Ancylostoma caninum are 
able to cross the placental barrier in pregnant 
bitches and to infect the puppies. Adult 
worms can be recovered from the intestinal 
tract of these puppies at the age of 3 or 4 
weeks. Further studies have shown that 
Toxocara canis can in many experimental 
animals persist in the tissues for months 
without growth and without losing their in- 
fectivity. 

Pathology 


The human tissue reaction to the presence 
of Toxocara canis larvae assumes the form 
of discrete granulomas.1* Because of their 
minute size they are not readily visible grossly 
except in the liver. In this organ, greyi 
white round or linear granuloma, measuring 
from 2 to 5 mm. in diameter may be visible 
through the liver capsule. The greater size 
of the granulomas in the liver is due to 
the extensive tortuous tracks of the actively 
migrating larvae. Since these lesions may be 
inconspicuous and are not grossly diagnostic, 
they are often overlooked in routine autopsy 
examinations. The histologic structure of 
these granulomas consists of a central area 
of fibrinoid necrosis, palisaded epithelioid 
cells and a dense infiltrate of eosinophils, 
lymphocytes and plasma cells. Frequently the 
central portion contains a clear space Sug 
gesting it had been occupied previously by 
the larva. As the larva moves through the 
liver, it leaves long and tortuous tracks, 9 
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serial sections must be examined to find the 
larvae. Older lesions show varying amounts 
of fibrous encapsulation, foreign body giant 
cells, Charcot-Leyden crystals, epithelioid 
cells, macrophages and lymphocytes about 
degenerating larvae. The granulomatous re- 
action persists, even when degenerating frag- 
ments of the larva are no longer identifiable. 
Perivascular round-cell infiltration contain- 
ing a few eosinophils may be found some 
distance from the granuloma. Granuloma 
found in other organs have a similar struc- 
ture, although, except in the brain, fibrous 
tissue encapsulation appears more pro- 
nounced. The granulomas eventually heal by 
fibrosis. Factors responsible for the death or 
disappearance of the migrating larvae from 
the animal or human tissue are not known. 
Important in this respect is the fact that 
granulomas identical in size and structure 
with those caused by Toxocara canis are oc- 
casionally encountered in liver biopsy ma- 
terial which, however, fail to reveal the intact 
parasite even after serial sectioning or pepsin 
digestion of the tissues has been made. Fail- 
ure to demonstrate the intact larvae in such 
lesions always leaves the etiologic diagnosis 
in doubt. The newly developed hemagglutina- 
tion test may help to clarify this problem. 
Nichols,17 in a study of the morphology of 
larvae in tissue sections has made it possible 
to differentiate accurately the larvae of Asca- 
ris lumbricoides, Necator americanus, Stron- 
gyloides stercoralis, Toxocara canis, Toxocara 
cati, and Ancylostoma caninum. Some of the 
characteristics of Toxocara canis listed by 
Nichols are as follows: The length is about 
400 microns and greatest width 20 microns. 
The most conspicuous features seen when the 
larva is cut transversely through the mid-or 
fore-intestine, are the lateral excretory trunks 
within the main body wall and the single 
lateral alae which appear on either side as 
sharp spines extending laterally. The publi- 
cations of Nichols should be studied for other 
important individual differences. 


Diagnosis 
Eosinophilia, hepatosplenomegaly, hyper- 
globulinemia, occurring in a toddler together 
with a history of pica and close association 
with a puppy is almost pathognomonic of the 
disease. Stool examinations fail to reveal the 


ova or adult worms as these parasites never 
exist In the human intestine as mature egg- 
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laying worms. Since dirt-eating children are 
apt to ingest ova of other and more familiar 
parasites, along with the ova of Toxocara 
canis, the presence of the ova of ascaris, whip- 
worm, or pinworms in the stool should not 
obscure the issue. 


The pulmonary phase of ascariasis can us- 
ually be diagnosed by later stool examination 
(after about 2 months) and the response to 
antihelminthic drugs. Furthermore, the eo- 
sinophilia in ascariasis is transient (2 to 3 
weeks) being present only during active tissue 
invasion. 


The common allergic diseases, even when 
accompanied by pulmonary symptoms, lack 
the degree of sustained eosinophilia, as well 
as the other important clinical features of 
visceral larva migrans. 

In severely ill patients eosinophilic leu- 
kemia may be considered. However, I am yet 
to be convinced that eosinophilic leukemia 
exists in children. At any rate, appropriate 
examinations of the bone marrow should rule 
out a myelogenous leukemia. 

In seriously ill children, especially those 
who are febrile for some time, visceral larva 
migrans may present some of the clinical fea- 
tures suggesting one of the collagen diseases. 
Appropriate laboratory studies, liver biopsy, 
and the clinical course, will usually clarify the 
diagnosis. 

Infection of the liver with Capillaria 
hepatica,® a common parasite of the rat, has 
been reported. It may cause clinical symptoms 
indistinguishable from those of visceral larva 
migrans. At present, these cases can be diag- 
nosed only in retrospect, after the ova have 
been identified within the liver parenchyma 
by liver biopsy, or at autopsy. 

Other diseases which may occasionally come 
up for consideration in the differential diag- 
nosis of the seriously ill child are trichinosis, 
tuberculosis, brucellosis, and histoplasmosis. 
A careful consideration of the clinical pic- 
ture, together with appropriate skin test and 
laboratory procedures will quickly resolve the 
issue. 

Ordinarily, the use of liver biopsy as a 
specific diagnostic measure in cases of visceral 
larva migrans is not necessary, inasmuch as 
the procedure involves certain inherent risks 
and additional expense to the patient. On the 
other hand, because of the minimal risk, and 
the occasional neccessity to establish an exact 
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etiologic diagnosis, it appears that the pro- 
cedure is justified in selected cases. In addi- 
tion, a careful scientific study of additional 
proven cases may yield valuable basic infor- 
mation relative to serodiagnostic methods. 


Immunologic Methods of Diagnosis 


Because of the high degree of cross re- 
action, skin test antigens prepared from 
Ascaris and Toxocara larva have proven of 
no value in the diagnosis of this syndrome. 
Heiner and Kevy?® found that the serum of 
patients with visceral larva migrans contained 
anti-A and anti-B titers in extremely high 
dilutions and suggested that Toxocara larva 
stimulated the production of hemagglutinins. 
Jung and Pacheco‘ have developed a hemag- 
glutination test which is specific in detecting 
antibodies resulting from larval ascariasis and 
Toxocara infection. In their report they em- 
phasize that extremely high titers of anti- 
bodies may be present for only a brief time 
during the acute illness. At present, with im- 
proved technics, they are able to make a 
specific diagnosis in a high per cent of cases. 
When, and if, this procedure is proved ade- 
quate for cases with minimal infection, many 
of the diagnostic problems relative to visceral 
larva migrans will have been solved. 


Treatment 


There is no specific treatment that will de- 
stroy the invading larvae.2° It is imperative 
to isolate the child from infected pets and 
polluted soil. The severe episodes of asthmatic 
bronchitis usually respond promptly to the 
administration of oxygen, epinephrine and 
large doses of adrenal steroids. Broad spec- 
trum antibiotics and general supportive meas- 
ures are also recommended. The febrile epi- 
sodes will also respond dramatically to the 
short term administration of steroids and 
broad spectrum antibiotics. 

The asymptomatic child needs no therapy 
other than the prevention of reinfection, 
general health measures, and reassurance to 
the family of a salutary outcome. Needless to 
say, dogs and cats which closely associate with 
children should be under surveillance by com- 
petent veterinarians. 

Since there is no practical way to kill the 
ova in the soil, extremely heavily infected 
premises may have to be temporarily aban- 
doned, if the problem of pica remains in- 
soluble. 
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Summary 


Some of the recent advances relative to 
the syndrome of visceral larva migrans have 
been discussed and its potential seriousness 
stressed. The most promising advance appears 
to be the development of a serologic method 


of 


diagnosis by using a hemagglutination 


technic. The possibility of sensitized children 
developing severe bronchial asthma upon re 
infection is noted. Careful veterinary super- 
vision of the health of dogs and cats is urged 
whether or not they are associated with 
children. 
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Discussion (Abstract) 


Dr. Vincent J. Derbes, New Orleans, 


La, The 
ramifications of the brilliant work of Dr. John Dent 
and his co-workers continue to expand as is shown 
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by recent experiments with Toxocara canis carried 
out by Chaudhuri and Saha (Lancet, Oct. 3, 1959, 
p. 498) in an effort to elucidate the causation of 
tropical eosinophilia. They fed guinea pigs 1,000-1,400 
embryonated eggs of Toxocara canis. Within a week 
or two they all showed a considerable increase of 
eosinophiles in the blood, a maximum of 30 to 55% 

ing reached in the third week. Granulomas were 
found in the liver and lung of the type described by 
Dr. Dent. 

These workers also fed 100 embryonated eggs of 
Toxocara canis to a human volunteer. “His blood- 
count at the time was: 6,700 per cu. mm. (neutrophils 
57%, lymphocytes 37%, monocytes 1%, eosinophils 
5%), the absolute eosinophil-count being 335 per cu. 
mm. The eosinophilic response was striking. On the 
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thirteenth day after the feeding, the eosinophils in- 
creased to 26% (2,704 per cu. mm.). On the thirtieth 
day the white-cell count was 21,800 with 62% eosino- 
phils (13,516 per cu. mm.). Thereafter the eosinophilic 
level remained between 40 and 50% with an absolute 
count varying from 5,000 to 8,000 per cu. mm. A 
count on July 27, four and a half months after the 
ingestion of the eggs, showed 12,800 white cells per 
cu. mm. (neutrophils 24%, lymphocytes 27%, mono- 
cytes 1%, eosinophils 48%). Lately he has developed 
an irritant cough worse at night. This symptom and 
persistent massive eosinophilia simulate tropical 
eosinophilia.” 

Thus the work of Professor Chaudhuri and Dr. 
Saha confirm in every particular the outstanding in- 
vestigations of Dr. John Dent. 
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The Hepatic Uptake of Radioactive 
Iodipamide for Evaluating 


Liver Function* 


J. R. McLAREN, M.D., J. T. GALAMBOS, M.D., H. O. PEARSON, JR., M.D, 


and H. S. WEENS, M.D.,t Atlanta, Ga. 


The versatility of radioactive substances in medicine continues to amaze the average reader. Here 
we learn of a new application of radioactive chemicals in the evaluation of hepatic function. 
There seems to be no end to the exploration of physiologic and 

pathologic processes by the use of this new tool. 


LANGECKER! introduced a new chemical com- 
pound to be used as a radiographic contrast 
medium in 1953. Soon thereafter Frommhold? 
and Hornykiewytsch® demonstrated the value 
of this compound in intravenous cholangi- 
ography. The compound, sodium iodipamide, 
has subsequently found wide medical use and 
is more commonly known in Europe as Bili- 
grafin and in this country as Cholografin. 
Frommhold in his early work showed that pa- 
tients with liver disease excreted increased 
amounts of this compound. On this basis he 
suggested that the compound might be useful 
in evaluating liver function. The diagnostic 
usefulness of this observation has been dis- 
puted.*5 However, many workers have demon- 
strated that patients with moderate to severe 
liver disease frequently failed to concentrate 
iodipamide sufficiently to opacify their biliary 
system. 

It appeared that iodine-131 labeled iodipa- 
mide would be more sensitive in evaluating 
liver function. Studies in dogs with and with- 
out liver injury, in 1957, demonstrated signifi- 
cant differences in the hepatic uptake of radio- 
activity, in the clearance of radioactivity from 
the blood volume and excretion of radioactiv- 
ity into the urine.* Subsequently similar dif- 
ferences were noted between a small series of 
normal human controls and patients with 
proven liver diseases. This paper presents the 


*Read before the Sections on Gastroenterology and Radi- 
ology, Southern Medical Association, Fifty-Third Annual Meet- 
ing, Atlanta, Ga., November 16-19, 1959. 

+From the tments of Radiology and Medicine, Emory 
po amy a School of Medicine, and Grady Memorial Hospital, 

nta, Ga. 
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results of hepatic uptake with radioactive 
iodipamide in patients with and without liver 
disease. 


Procedure 


Hospital patients were brought to the radio- 
isotope laboratory after fasting overnight. 
Scintillation detectors were placed over the 
heart and liver. The hepatic monitor was 
placed at the midclavicular line approximate- 
ly 3 cm. cephalad to the lower costal margin 
and at a height of approximately 3 cm. No 
collimation was added. An intravenous dose 
of approximately 15 microcuries of radio- 
activity was administered. Sufficient carrier 
was added so that this radioactivity was pres- 
ent in a dose of 1 ml. of iodipamide* per 40 
pounds of body weight. Changes in radio 
activity were recorded over the heart and liver 
by means of count rate meters and chart re- 
corders. Originally tracings were made for ap- 
proximately 20 minutes; however, it was later 
found 15 minutes sufficed. Actually in many 
cases a diagnosis can be made in less than 10 
minutes. 

One group consisted of patients with liver 
disease proven by clinical and laboratory 
means. Several also had liver biopsies. At 
tempts were made to perform the liver func 
tion tests and radioactive iodipamide tests the 
same day. Where a prolonged interval of time 
occurred between the tests and/or there was 
clinical evidence of recuperation between the 
tests, the cases were excluded. A total of 26 


*Radioactive and carrier Cholografin supplied by E. ®- 
Squibb & Sons. 
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patients studied between December 30, 1958, 
and August 31, 1959, met these criteria. 

The controls consisted of patients admitted 
to the medical and surgical services without 
evidence of liver disease. Fourteen cases were 
included in this group. 


Results 


The hepatic uptake tracing can best be de- 
scribed from figure 1. The left-hand tracing 
was made while the patient had hepatitis; the 
right-hand one, after a period of convales- 
cence. The tracing to the right is approaching 
normal and will be described. It starts at the 
right-hand edge and continues at a baseline 
level determined by background radiation. At 
the time of injection a rapid rise of radio- 
activity is monitored as the first bolus of 
iodipamide passes through the liver. This 
quickly equilibrates. The slope of the curve 
from this point is important. A definite up- 
ward trend of the curve is seen which indi- 
cates normal hepatic concentration of radio- 
active iodipamide. On the other hand, if the 
curve is flat or questionably slightly upward 
in direction, as shown in the curve to the left, 
liver dysfunction of some degree is indicated. 
More severe degrees of liver impairment result 
in a downward trend of the curve. This corre- 
lation is shown later by comparison with con- 
ventional liver function studies. One may 
quantitate the test by dividing the distance 
EC by BE and expressing the value as percent- 
age. The average concentration of the 26 pa- 
tients in the abnormal group was -3.3% + 
8.9. The average concentration of the 14 nor- 
mal patients was 25.3% + 8.3. The frequency 
distributions of the population of abnormal 
and normal patients are illustrated diagram- 
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matically in figure 2. Calculation of the t-value 
indicates these results are highly significant. 

Appropriate coefficients were calculated to 
show possible correlation of this test with con- 
ventional liver function studies. The correla- 
tion coefficient of total and indirect bilirubin 
levels with the hepatic uptake of radioactive 
iodipamide was -.66. This indicates 66% cor- 
relation and the minus sign means that the 
degree of concentration increases as the serum 
bilirubin decreases. The correlation ratio for 
the bromsulphalein and hepatic uptake was 
0.60, and thymol turbidity 0.56. The correla- 
tion ratios were given for the last two because 
the correlation coefficients were significantly 
smaller than the correlation ratios. This indi- 
cates a nonlinear relationship for the latter 
two studies. For such cases the correlation 
ratio is more valid. It should be noted that 


FIG. 3 


RELATIONSHIP OF TOTAL BILIRUBIN TO HEPATIC UPTAKE 


Coefficient of correlation -. 66 
20% al 


Other Correlation Values 


Direct bilirubin -.62 
Indirect bilirubin -, 66 
Bromsulphalein .60* 
Thymol turbidity .56* 


*Correlation Ratio Values 


HEPATIC UPT. 


| 
PATIENTS WIT 
LIVER DISE 
Kz -3.3 t=4.8 = 25.3 = 
)., s= 8.9 p= ¢.001 /s=8,3- “2 
ere 
ive 
ver 
lio- 
wht. 
the 
was 
ate- 
gin 
No 
lose 
lio- 
rier 
res- 
40 
dio- 
iver 
re- | 
ap- 
ater 
any 
16 
iver 
x 
tory 
At 
the 
ime 5 
was 
the 4 
26 s 4 
R. -24 -16 -8 0 16 24 


624 SOUTHERN MEDICAL JOURNAL 


this determination does not indicate the direc- 
tion of correlation. These results are all shown 
in figure 3. The points in the curve are for 
total bilirubin values and the line is the ap- 
propriate line for correlation coefficient of 
—0.66. 

To check further as to whether or not the 
differences in the uptakes between those pa- 
tients with normal and abnormal BSP. and 
thymol turbidity determinations were signifi- 
cant, the rank-sum test was calculated. Signifi- 
cant values of 2.46 and 2.35 were obtained. 

In several patients with extremely poor 
veins some radioactive iodipamide was inad- 
vertently injected subcutaneously. Tracings 
were made on these patients to study their 
resultant effect. Typical tracings are shown in 
figure 4. The left-hand tracing demonstrates 
hepatic uptake. If one were not aware of the 
nature of the injection, this curve could be in- 
terpreted as indicating a very active, efficient 
liver. However, when one checks the curve to 
the right which is monitoring the radioactivity 
of the blood volume over the heart, a con- 
tinued build up of radioactivity is noted. 
Normally an exponential decay curve is ob- 
tained such as indicated by the dotted line. 
The increase in radioactivity of the blood 
volume merely indicates the absorption from 
the subcutaneous site of injection. In such 
cases the hepatic uptake cannot be evaluated. 


Discussion 
The fact that patients with borderline liver 
disease show nearly a flat hepatic uptake curve 
is fortunate. This results in a tracing which is 


easily interpreted. Any curve in which there is 
a question as to an upward trend is indicative 
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of liver disease. As suggested, the results may 
be quantitated by calculating the per cent 
concentration above or below the equilibrium 
level. Such values were shown to correlate 
with liver function studies. 


It has been shown that if the liver is moni. 
tored from the posterior aspect, variation of 
radioactivity in the gallbladder will produce 
insignificant changes in the radioactivity mon. 
itored by the probe. Many of our patients 
were too ill or had too much ascites to lie ip 
the prone position. For this reason we chose 
the supine position and monitored over the 
anterior aspect of the liver. It matters little 
whether one monitors radioactivity in the 
liver parenchyma alone or also in the gall. 
bladder. The wide differences between the 
normal and abnormal groups substantiates the 
use of an anterior port. On several patients 
an additional probe was placed horizontally 
and the liver monitored from a lateral aspect. 
These uptake curves were similar to those de. 
scribed in this paper. 

Although the correlation coefficients dem- 
onstrate a moderately high degree of correla. 
tion, it may not be as high as anticipated. It 
should be noted that correlation of the hepatic 
uptake and the chemical tests is an indirect 
one, i.e., related to their mutual dependence 
upon the state of liver function at the moment 
of the test. In view of the variability of the 
conventional test in various degrees of liver 
disease, the correlation appears quite good. 


Recently the procedure has been studied to 
determine if one could predict whether or not 
acutely ill patients would concentrate iodipa- 
mide sufficiently to opacify the biliary tree! 
Such a screening test would be of value since 
approximately 40% of such patients failed to 
opacify the biliary system. Although the re 
sults of this study on 27 patients do not per- 
mit the establishment of definite confidence 
limits, they do show that there is little proba 
bility of obtaining opacification on intraven- 
ous cholangiography in a patient with an 
abnormal hepatic uptake of radioactive 
iodipamide. 

Conclusions 


1. Statistically significant differences were 
noted in the values of hepatic uptake of radio 
active iodipamide between patients with liver 
disease and those without liver disease. 

2. A moderately high degree of correlation 
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exists between hepatic uptake of radioactive 
iodipamide and bilirubin levels, BSP. reten- 
tion, and thymol turbidities. 

3. Because of the definite upward slope of 
the normal hepatic uptake curve, the tracing 
is easily interpreted. 

4, Monitoring the radioactivity over the 
heart is of value in avoiding possible errors 
due to subcutaneous injection. 

5. The technic provides a sensitive, simple 
method of evaluating liver function with a 
single intravenous puncture and in a time in- 
terval of approximately 10 minutes. 
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Discussion (Abstract) 


Dr. Martin S. Kleckner, Jr., Paducah, Ky. The 
studies of the authors shed further light on dye excre- 
tion tests in hepatic disease. These tests actually reflect 
hepatocellular function, biliary excretion and hepatic 
circulation of blood. Filter paper chromatography has 
shown also that a dye excretion test, BSP. for example, 
also participates in conjugation and detoxification by 
the liver. The dye excretion tests commonly employed 


have been the bromsulphalein retention at 45 minutes, 
bilirubin excretion, oral cholangiography, Rose Bengal- 
1181 and Cholografin-1131, all of which participate in 
the enterohepatic circulation. 

The discovery that indirect bilirubin, consisting of a 
coenzyme, uridine diphosphoglucuronic acid, com- 
bined with the bilirubin molecule, if catalyzed by a 
transferase enzyme to direct bilirubin, bilirubin glu- 
curonide and a uridine compound, permits better bio- 
chemical explanation of bilirubin metabolism and 
jaundiced conditions. 

With this understanding, Rose Bengal and radio- 
paque Cholografin dyes labeled with radioiodine 
(1181) have been employed to differentiate various 
types of liver disease and also jaundice. Presumably, 
these dyes have the same uptake by the hepatic cells 
as BSP. with the advantage that they are extractable 
in the presence of jaundice, sensitive in smaller doses, 
and are detectable with a collimated probe scintilla- 
tion detector in the liver, urine and feces. In addition, 
Cholografin may also be employed simultaneously to 
visualize the extrahepatic biliary system by serial roent- 
genograms. 

The following conclusions, therefore, can be made 
of these radiotagged methods of liver function: 


1. Patients with acute hepatitis, or in health, show 
a high liver uptake, a low blood level, low urine level, 
and high fecal levels. 

2. Patients with chronic hepatic disease, cirrhosis or 
carcinoma, show low liver uptake, high blood level, 
high urine levels and low fecal values. 


3. Patients with cholestatic disease may show normal 
to high liver uptake, high urine levels and low fecal 
values. 

These tests should be supplemented by a needle 
biopsy of the liver and cholangiography. Apparently, 
the clinical advantage of the radioactive Cholografin 
over the Rose Bengal test are procedural simplicity, 
diagnostic accuracy, associated cholangiography, and 
more consistent results. The tests as of yet do not take 
the place of a good history, physical examination and 
needle biopsy of the liver. Personally, the greatest diag- 
nostic value of radioactive Cholografin test is that it 
may delineate intrahepatic from extrahepatic chole- 
static disease. 
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Soft Tissue Lesions of the 


Oral Cavity" 


JAMES E. SKAGGS, D.M.D., Louisville, Ky. 


The major lesion to be feared among those of the oral cavity is leukoplakia. The author 
outlines the differential diagnosis. A helpful fact in the diagnosis of all oral 
lesions is the disappearance of 85 per cent of them in about two weeks. 


THE PUBLISHED TITLE Of my paper is one that 
permits a tremendous latitude in discussion. 
For the specific purpose of “delivering a 
message” I will confine my remarks to lesions 
and tumors of the soft tissues. To begin with, 
most lesions of the mouth (85%) will heal 
in 12 to 15 days in spite of treatment. Into 
this category fall such clinical entities as 
herpes simplex and herpetic gingivostoma- 
titis. It has been proved that these lesions 
are of viral origin, and Kerr! states that they 
have a definitive course during which there 
is formation of neutralizing antibodies to the 
virus. The difficulty met with in this condi- 
tion is due to secondary infection of the 
tissues. Since these lesions are among the 
85% of self-controlled diseases, we should 
dwell on the remaining 15% which are not 
self-controlled. 

The first and most frequent of these is the 
common gingivitis due to bacterial invasion 
following irritation of the gingiva. This con- 
dition is seen in many stages of chronicity 
and also in the acute form. Most chronic 
forms are eliminated through improved oral 
hygiene and the elimination of gingival 
irritation by proper dental care. The acute 
form is treated much as any other acute in- 
fection employing surgical drainage and ap- 
propriate antibiotics. 

The condition known as desquamative 
gingivitis or stomatitis is quite often referred 
to as Vincent’s stomatitis. Treatment of the 
general symptoms of this disease is essential. 
This means administration of fluids as in- 
dicated, bed rest in severe cases, and the use 
of sedatives. Local palliative treatment is 
preferred to antibiotic therapy per se and 


*Read before the Section on General Practice, Southern 
Medical Association, _— Annual Meeting, Atlanta, 
Ga., November 16-19, 1959. 


offers the most likely method of obtaining 
comfort and cure. After control of the acute 
stage of Vincent’s stomatitis is established, 
one reverts to the same means of care and 
maintenance as mentioned previously for 
chronic gingivitis. 

The above are of particular interest to the 
general practitioner of dentistry. What then 
is of particular interest to you in the general 
practice of medicine? To reach the point of 
particular interest to you I wish to devote 
the remainder of my time to defining the 
term leukoplakia—‘the white patch.” We 
see a lot of pearly white spots in the mouth, 
all of which are referred to as leukoplakia, 
fortunately all are not. Leukoplakia has been 
called a “precancerous lesion,” if this is true 
then we should devote more serious consider- 
ation to its elimination than we do at the 
present time. How can differentiation of 
these white spots be arrived at so we treat the 
so-called precancerous lesion and do not 
worry about the innocent ones? 

To establish the differential diagnosis I 
would like to segregate some of the more 
common entities which are loosely referred 
to as leukoplakia. 

First let-us consider lichen planus. This is 
a dermatosis frequently with oral manifesta 
tions affecting the mucous membrane. The 
lesions are noted as “white patches” varying 
from pin point to match head in size; fre 
quently these coalesce to form a heavy, larger 
white patch. More often they are noted, 
especially over the cheeks, in separated areas 
but with thin strands of a white material 
radiating from lesion to lesion thereby 
forming a fine lace-work pattern. If the 
clinical appearance and accompanying skin 
lesions do not afford a diagnosis, biopsy ® 
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indicated. In lichen planus we see some 
hyperkeratosis, a marked cellular infiltrate 
(mostly small lymphocytes) and, a character- 
istic of lichen planus, the proximity of the 
exudate to the basal layer of cells. Most im- 
portant in the microscopic picture is the fact 
that we do not see dyskeratosis. Dyskeratosis 
is defined by our pathologists as a disturb- 
ance in the orderly maturation of epithelial 
cells from the basal layer through the suc- 
cessive layers. Therefore, if we assume that 
a change in the orderly maturation, and in- 
yasion are characteristics of malignant 
change, a basis of fact is established, namely 
that dyskeratosis does occur in cellular re- 
actions not as yet demonstrating outright 
malignancy. Hence without dyskeratosis we 
can dismiss this lesion, lichen planus, from 
further worry, observation and care other 
than that treatment provided by the derma- 
tologist. In other words this “white patch” 
is not considered as “premalignant.” 
Fordyce’s disease is another innocent ver- 
sion of the white patch. This condition is 
usually noted in the buccal mucosa, in the 
retromolar area and less frequently on the 
lips. Clinically there are clusters of grandular 
appearing papules covered by an_ intact 
mucous membrane. They are dirty white in 
color, they follow no definite pattern and 
vary in size from 1 or 2 mm. to over a centi- 
meter in diameter. The disturbance lies in 
the sebaceous glands. Because of the in- 
nocuous nature of the disease no treatment 
is indicated, except for biopsy if there is the 
slightest doubt as to the clinical diagnosis. 
Pathologically, the lesions are composed of 
normal clusters of sebaceous glands with no 
change in the epithelium. Usually no in- 
flammatory recation is noted. Again we note 
the absence of dyskeratosis in the epithelium. 
The condition referred to as pachyderma 
oralis is considered next. Generally, pachy- 
derma is defined as a thickening of the skin, 
and the addition of the term “oralis” isolates 
its meaning to the oral epithelium. The ap- 
pearance of this lesion is clinically a leuko- 
plakia. The lesion is rough and leathery to 
the touch, there is a definite “thickening” of 
the tissue and the color is the typical “off- 
white” of true leukoplakia. This lesion is 
definitely one of a defense against chronic 
uritation, much the same as a “callous” on 
the hand is a defense against irritation. 
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Histologically this nonspecific keratosis re- 
sembles leukoplakia except for the fact there 
is no dyskeratosis. Excision is indicated when 
such is practical. 


At this point I would like to refer you to 
Bernier’s thinking concerning leukoplakia, 
and especially his chapter on “General Con- 
siderations Relating to Leukoplakia.”? Bernier 
believes that confusion which attends the 
term of leukoplakia is due to the fact that 
identification is generally made on the clini- 
cal appearance on the one hand while, at the 
same time, the implication of possible malig- 
nancy exists with use of the term. He states 
that identification of the leukoplakia patch, 
with its serious potential, is possible and that 
it must be done on the basis of histologic 
changes. Difficulty in assessing future clinical 
changes histologically is admittedly difficult. 
However, these changes, when seen in strati- 
fied squamous epithelium and embodying 
the characteristics known as dyskeratosis, form 
a basis of fact. By this fact we can separate 
the clinical manifestations in the oral mucosa 
which relate only to stimulation from those 
which have left the boundaries of the nor- 
mal and may be invasive. He admits this is 
not a precise pathologic division but that 
such a division based on cellular change is 
preferred to the “watch and wait” for defi- 
nite malignancy. 

Now what is leukoplakia? Clinically it is 
a hyperkeratosis. Histologically it does show 
a change in the orderly maturation of epi- 
thelial cells and consequently justifies con- 
cern. The etiology is unknown, I believe 
that chronic irritation does play a part. 
However, I have seen leukoplakia involve 
the entire floor of the mouth in patients 
who have had no known irritating factors 
and who do not smoke, Frankly, I have no 
idea how large a part smoking does play in 
these superficial lesions, but as a safety factor 
I insist that these patients stop smoking. 
Clinically, typical leukoplakia is a dull white 
in color, the production of keratin is variable 
in different areas of the same lesion and an 
irregular surface pattern results. It feels rough 
and firm in contrast to the soft smoothness of 
normal mucosa. The size of the lesion is quite 
variable and may cover most of the oral 
mucosa or be limited to a small isolated spot. 
There is usually no pain or soreness unless 
secondary infection and ulceration occur. 
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Leukoplakia is more prevalent in males and 
is most usually seen after age 40. The first 
step in the treatment of this condition is 
biopsy. If the area involved is small enough, 
excision biopsy may be accomplished. In 
larger areas, after establishing the diagnosis, 
we find that serial stripping of the mucous 
membrane is effective. Fortunately the mucosa 
has good regenerative habits. By this treat- 
ment I feel a real service is given. 


I would like to talk to you about several 
other mutual problems such as radionecrosis, 
actinomycosis, the benign but destructive 
tumors such as the ameloblastoma and the 
dentigerous cyst but time does not permit. 
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Carcinoid “‘Itumors 


WILLIAM T. WILLIAMS, M.D.,t Dunedin, Fla. 


None of the cases reported in this paper showed the interesting symptoms and signs of secretion 
of appreciable amounts of serotonin. These effects of flushing, cyanosis and pulmonic 
stenosis may be dramatic. They usually are associated with metastases to the liver. 


DURING THE PAST FEW YEARS Carcinoid tumors 
have been the subject of a large number of 
reports in the medical literature, and what 
was once thought to be au infrequent tumor 
has proved to be a neoplasm which should 
be seen many times during the surgical prac- 
tice of an individual. Perhaps one of the 
reasons for the attention given this particular 
tumor is its controversial nature. It was not 
until 1888 that Lubarsch? distinguished 
carcinoids from other neoplasms of the gas- 
trointestinal tract. Subsequently, in 1907, 
Oberndorfer? applied the name carcinoid to 
these tumors to differentiate what he thought 
was a benign lesion from a carcinoma. Prior 
to Oberndorfer and Masson’s reports, carci- 
noids were regarded as true epithelial carci- 
nomas by many people and were thought by 
others to have their origin from pancreatic 
tissue, the sympathetic nervous system and 
from basal cell carcinomas. Subsequently, 
Masson and Gosset,? employing silver im- 
pregnation technics, laid the groundwork 
which was to demonstrate the origin of carci- 
noid tumors from the Kultschitzky cells of 
the intestinal epithelium. During the inter- 
vening years, reports accumulated showing 
that carcinoid tumors were frankly malignant 
in a great many instances. 


Although the peculiarities of the tumor, 
particularly the malignant potential, and the 
question of proper treatment were described 
in numerous excellent reports, it was not until 
1952 and 1953 that a further intriguing facet 
of this tumor was recognized. At that time 
reports began to appear in the European 
literature describing cases of carcinoid tumor 
associated with various vasomotor symptoms. 
The communication of Thorson and asso- 
ciates,* in 1954, described the syndrome of 
malignant carcinoid of the small intestine 
with hepatic metastasis, valvular disease of 


tFrom the Mease Clinic, Dunedin, Fila. 


the right side of the heart, peripheral vaso- 
motor symptoms, bronchoconstriction and an 
unusual type of cyanosis. These case reports 
were the first clues pointing to carcinoid 
tumor as the seat of origin of a substance 
capable of producing these various vasomotor 
alterations. Shortly thereafter it was demon- 
strated that serotonin was found in large 
quantities in carcinoid tumors and was the 
agent responsible for the vasomotor ab- 
normalities. A urinary metabolite of sero- 
tonin, 5-hydroxyindole acetic acid (5-HIAA), 
is present in the urine of these patients and 
can be measured quantitatively. 


Case Reports* 

Case 1. E. J., (Veterans Hospital #60595). This 54 
year old colored man entered the hospital complain- 
ing of generalized itching for one and one-half years. 

On physical examination the B. P. was 150/90, and 
the liver was enlarged downward 6 cm. below the 
costal margin. Liver function studies indicated ob- 
structive jaundice. A needle liver biopsy was reported 
as being compatible with portal cirrhosis. Exploratory 
laparotomy was advised but was refused by the 
patient. Six months later he was admitted with the 
same findings and with laboratory evidence of ob- 
structive jaundice. 

At laparotomy a 0.5 to 1 cm. hard nodule was pal- 
pated in the duodenum, and when the duodenum 
was opened this was shown to obstruct the ampulla 
of Vater. A local excision of the duodenum and the 
common duct was performed and the common duct 
anastomosed to the duodenum at another level. Sev- 
eral enlarged lymph nodes were demonstrated at 
laparotomy although there was no demonstable me- 
tastasis in the liver. 

The pathologist reported carcinoid tumor with 
lymph node metastasis. A cholangiogram done pre- 
vious to the removal of the T-tube showed a widely 
patent anastomosis. At the present time the patient 
is four and one-half years postoperative, has no com- 
plaints and has no increase in the urine 5-HIAA. 


Comment. The duodenum is one of the 
rarest sites for the occurrence of a carcinoid 
tumor. In this case, despite the presence of 


*The case histories presented were obtained from the 
Veterans Hospital and the University of Mississippi Hospital, 
Jackson, Miss. 


1960 
tive : 
the 
t. 
sease. 
629 


630 SOUTHERN MEDICAL JOURNAL 


lymph node metastases, limited excision of 
the duodenum and common duct has ap- 
parently controlled the patient’s disease. 

Case 2. J. W., Jr., (Veterans Hospital #C-9-507-513), 
is a 24 year old Negro. 

This patient dated the onset of his symptoms three 
to four months previously when he began to have in- 
termittent abdominal cramps which would persist for 
one to two days, disappear and then recur. In addi- 
tion, he had noticed frequent bloody stools and con- 
stipation for one year. B. P. was 124/70. There was 
tenderness over the abdomen, particularly in the right 
lower quadrant where a mass was palpable. 

Exploratory laparotomy was performed and a hard 
mobile lesion which completely encircled the cecum 
was demonstrated. A right colectomy was performed. 
The pathologist reported the tumor as a carcinoid 
with no demonstrable metastases to lymph nodes. 
Postoperatively the patient had an obstruction of the 
small bowel which was not related to the lesion and 
from which he recovered. 

Barium enemas performed 7 and 13 months post- 
operatively were normal. Two years postoperative it 
was demonstrated that he had a normal urinary 
5-HIAA. 


Comment. The ileocecal region is one of 
the most common sites of occurrence for 
carcinoid tumors. The patient complained of 
low-grade obstructive symptoms, as is usual, 
and in addition complained of frequent 
bloody stools. Although bloody stools are not 
prominently mentioned as symptoms in these 
patients, it has been our experience that they 
occur with carcinoids in the cecal region and 
also with lesions of the rectum. A standard 
resection of the right colon, as would be done 
for any malignant neoplasm, has apparently 
controlled this patient’s disease. 

Case 3. W. P., (Veterans Hospital #C-1-315-906), is 
a 58 year old colored man. 

The patient presented himself complaining of a 
poor appetite and weight loss of 20 pounds which 
had occurred during the past two months. For several 
months preceding this he had noticed a frequent dull 
aching pain in the right lower quadrant and had noted 
occasional bright red blood in the stool. He volun- 
teered that he was nervous, perspired easily and on 
several occasions had “passed out.” 

B. P. was 130/80, the P. 88. Physical examination 
was not unusual except for a nodule palpated on 
rectal examination. Sigmoidoscopy revealed a small 
polyp with a broad base on the right lateral wall 
of the rectum 2 inches proximal to the anus. The 
stools were reported as positive for occult blood. 

The lesion was treated by complete excision through 
the proctoscope and was reported as a carcinoid tumor. 
Sigmoidoscopies performed postoperatively at two 
weeks, three months, four years, five years and six 
years were normal. Urinary 5-HIAA level was normal 
seven years postoperatively. 

Case 4. E. T., (Veterans Hospital #56301). This 


MAY 196 


37 year old white man entered the hospital com. 
plaining of upper abdominal pain of 10 years’ dum. 
tion, constipation and occasional blood in the stool, 
In addition, he complained of headaches, dizzy spells 
and stated that he had experienced one episode of 
unconsciousness. 

B. P. was 98/66. The physical examination was 
noncontributory. Stool specimens were reported neg. 
tive for occult blood. Gastrointestinal series ang 
barium enema were likewise negative, 
Sigmoidoscopy revealed a pedunculated polyp, 2 mm, 
in diameter, which was situated 8 inches from the 
anus. 

The lesion was biopsied and fulgurated. When the 
pathologic report of carcinoid tumor was returned, 
the area of previous fulguration was re-excised through 
the sigmoidoscope. The patient’s course was fol- 
lowed with frequent sigmoidoscopic examinations, 
and four months later a small polyp proximal in loca. 
tion to the original location was removed. This was 
reported as a rectal polyp. Two years later the urinary 
5-HIAA level was normal. 

Case 5. J. B., (University Hospital #849). This 43 
year old Negro entered the hospital complaining of 
low back pain of three years’ duration. There was a 
history of 25 pounds weight loss and constipation; 
he had noted bright red blood in his stools on four or 
five occasions. 

The B. P. was 130/80. Rectal examination revealed 
two firm nodules, one measuring approximately 05 
cm. in diameter and a larger and more distal nodule 
measuring approximately 0.75 cm. in diameter. Above 
these nodules a 10 cm. extrinsic mass was palpated 
which was firm, fixed, nodular and nontender. On 
proctoscopy an extrinsic mass in the colon at approxi- 
mately 4 to 5 inches was noted. There were no 
mucosal lesions above this. Two small, circular, raised, 
slightly yellowish lesions with no mucosal irregularities 
were noted 244 inches from the anus. Barium enema 
revealed a definite area of narrowing and irregularity 
in the upper rectum suggestive of malignancy to the 
radiologist. Intravenous pyelogram, chest and lumbo 
sacral spine x-ray study were normal. 

Biopsies of the rectal lesions were reported as atypi- 
cal carcinoid of the rectum—atypical in the fact that 
the tumor was producing mucin and forming glands in 
a few areas but in other areas had the appearance 
of a typical carcinoid. Subsequently an exploratory 
laparotomy was performed demonstrating several 
metastatic nodules in the liver. Biopsy of one of thes 
was reported as carcinoid tumor, metastatic, in the 
liver. Because the lesion was not obstructive nothing 
further was done, and when ‘the patient was asked 
to return for determination of urinary 5-HIAA he 
could not be located. 


Comment. Cases 3 and 4 demonstrated 
pedunculated polypoid lesions which appat- 
ently were well controlled by local measures. 
Case 5 demonstrated the sessile type of rectal 
lesion which is more frequently seen in the 
rectum. None of the cases demonstrated the 
“carcinoid syndrome” although it would have 
been expected in case 5. 
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Discussion 

As previously mentioned carcinoid tumors 
have received adequate attention in the litera- 
ture and a lengthy review of location, symp- 
toms, treatment and pathology would be re- 
dundant. Briefly, these tumors have their 
origin from the Kultschitzky cells which are 
present in the gastrointestinal epithelium 
from the stomach to the anus. Normally there 
are larger numbers of Kultschitzky cells in 
certain areas of the gastrointestinal tract, and 
it appears to follow that the incidence of 
carcinoid tumors is higher in these areas of 
greater concentration. Thus, more than 80% 
of the tumors are found in the terminal ileum, 
appendix and cecal regions. Grossly, the 
tumors are a bright yellow to tan color and 
usually have an intact overlying mucosa. In 
the appendix they most frequently develop 
in the tip of the organ, replace the wall and 
later completely obstruct the lumen pro- 
ducing the characteristic signs and symptoms 
of acute appendicitis. In the small and large 
bowel obstructive manifestations are most 
frequently produced by involvement of the 
entire bowel wall by the tumor causing fi- 
brosis and kinking of the intestine. The 
symptoms produced by carcinoids in other 
locations depends upon the location and ex- 
tent of the lesion. 

In publications dealing with these tumors, 
the terms “benign carcinoid” and “malignant 
carcinoid” are frequently seen although, 
pathologically, one is: indistinguishable from 
the other. Usually the term malignant carci- 
noid is used to classify the case which has 
metastasized at the time of observation. Oc- 
casionally the tumor is stated to be poten- 
tially malignant rather than applying the 
term benign or malignant. Because of the 
inability to distinguish the two forms patho- 
logically it would seem appropriate to label 
all the tumors as malignant. It is generally 
admitted that the favorable results seen in 
cases of carcinoid of the appendix are due 
to the fact that the tumor in this location 
produces symptoms early in its course which 
lead to resection of the involved organ. How- 
ever, numerous cases are on record where 
local or distant metastases have occurred at 
the time of operation despite the supposed 
early production of symptoms. De Lashmutt 
and Kolozsi5 have summed up the subject 
nicely when they say that “the variations and 
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percentage of metastases of the tumors in 
different locations apparently only reflect the 
difference in time for the appearance of 
symptoms.” In addition, they quote Pearson 
and Fitzgerald’s* report of an over-all ma- 
lignancy index for carcinoids of 38 per cent. 

There is little controversy as to the method 
of treatment of these tumors in the majority 
of locations. The appendix containing a 
carcinoid is removed with its mesoappendix; 
the right colon and terminal ileum are re- 
moved for tumors of the cecum, terminal 
ileum or metastases from the appendix; a 
complete wide resection is performed for 
carcinoid of the stomach. Also, it goes with- 
out saying that palliative resections are done 
where possible. However, for carcinoids of 
the rectum one does not lightly sacrifice the 
anus, especially when in doubt of the degree 
of invasion. In some reports the size of the 
tumor has been correlated with its ma- 
lignancy. This is particularly true in carci- 
noids of the rectum. However, there are 
numerous cases on record in which explora- 
tion of the abdomen revealed extensive me- 
tastases from a tiny primary lesion. Also, 
there are cases reported in which extensive 
metastases have occurred with no demon- 
strable primary tumor. The size and extent 
of rectal carcinoids is widely used as an index 
of the magnitude of the operative procedure 
to be applied. Raven’ describes an outline 
of treatment which is similar to that used 
by many surgeons today: “When a carcinoid 
tumor has been excised in the belief that it 
is an adenomatous polyp, subsequent histo- 
logic examination proving the diagnosis of 
carcinoid, the patient should be kept under 
observation in order to detect any recurrence. 
When a small noninfiltrating carcinoid is 
found and confirmed by biopsy, a wide local 
excision is performed and the patient kept 
under observation. A radical operation is 
performed when a large carcinoid with in- 
filtrative properties or an annular constricting 
carcinoid is present. If a recurrent carcinoid 
appears a radical operation should be car- 
ried out.” 


In an effort to solve the dilemma of the 
sessile rectal carcinoid whose infiltrating 
properties and local lymphatic involvement 
can not be definitely assessed, the thought 
of quantitative determination of 5-HIAA oc- 
curred to us and to others. It was thought 
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that perhaps the quantity of 5-HIAA present 
might be an index of the extent of the carci- 
noid tumor. If a range of 5-HIAA values 
produced by various sized rectal carcinoids 
could be determined, then values exceeding 
this set of figures might be interpreted as 
indicating local lymphatic metastasis, inva- 
sion or recurrence following removal of the 
carcinoid tumor. However, controlled condi- 
tions of tryptophan intake would be neces- 
sary in addition to a large series of values 
for various sized infiltrating and noninfiltrat- 
ing tumors,—too many variables for any real 
help. 

There can be little argument about the 
apparently complete excision of a peduncu- 
lated carcinoid as the proper mode of treat- 
ment. The necessity for abdominal perineal 
resection or a pull-through procedure for re- 
current or infiltrating carcinoid is obvious. 
It is in the case of the sessile lesion that 
judgment will be taxed. The majority of 
carcinoids of the rectum are sessile and there 
is some difficulty in determining infiltrating 
properties. To this initial difficulty is added 
a temporizing attitude brought about by the 
carcinoid’s reputation of indolent malignancy. 
Any misjudgment of infiltrating properties 
would totally ignore any local lymphatic 
spread which would be amenable to abdomi- 
nal perineal resection or a pull-through pro- 
cedure. The idea that metastatic carcinoids 
are compatible with years of comfortable ex- 
istence is all too frequently erroneous and 
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it should be remembered that the average 
age of the patient with a carcinoid of the 
rectum is 44 years. Thus, it would appear 
that carcinoids should be recognized as the 
malignant tumors that they are, and in case 
of any doubt of infiltration or completeness 
of local removal a pull-through procedure or 
abdominal perineal resection should be car. 
ried out. 
Summary 


1. Five cases of carcinoid tumor of the 
gastrointestinal tract are presented. 

2. A limited discussion of location, symp- 
tomatology, pathology and prognosis is out- 
lined. 

3. It is suggested that carcinoid tumors 
be regarded as malignant neoplasms and that 
a more aggressive surgical procedure be em- 
ployed in certain instances of carcinoid of 
the rectum. 
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Surgery in Asthmatic Patients’ 


LEON UNGER, M.D., and JAMES H. JOHNSON, M.D.,t Chicago, IIl. 


The asthmatic patient often poses a problem of management as he needs to be prepared for 
major surgery or when emergency surgery is imperative. Experience has shown that the 
patient can be carried through the operation with proper attention to anesthesia as well as 


planning postoperative care. 


MANY SURGEONS are afraid to operate on 
asthmatic patients. If care is not used, the 
anesthesia itself and the operation offer fre- 
quent and serious complications. 

We believe that we have solved these prob- 
lems by observing certain precautions. First 
and foremost, of course, we first control the 
asthma. Only in extreme emergencies is a 
surgical procedure to be done while the pa- 
tient is having moderate to severe asthma. If 
the asthma has been overcome, operations can 
usually be carried out as though the patient 
never had asthma. If asthma exists the 
anesthetic requires more care, and the usual 
surgical sedatives are not permitted either 
before or after operation. 


Plan of Management 


The main consideration, then, is to clear 
up the asthma as completely as possible. At 
the Chicago Wesley Memorial Hospital we 
have 12 beds designed especially for asthmatic 
patients. In these rooms the mattresses are 
rubber, and the pillows are either rubber or 
Dacron; the chairs are upholstered in leather 
or plastic material; the floors are covered with 
tile (no rugs); flowers and smoking are not 
permitted in these rooms. Each room is 
equipped with one or two air filters. Re- 
cently we have shown that a combination air 
filter and air conditioner has worked very 
well both as a filter and as a cooler (important 
in the warm summer months). We are now 
installing this combined machine in each of 
our nine “allergy” rooms. 


Our asthmatic patients are placed in one of 
these rooms, and their symptoms are usually 


*Read before the Section on Allergy, Southern Medical 
Association, Fifty-Third Annual Ga., Novem- 
ber 16-19, 1959, 

+From the Department of Medicine, Northwestern Universi 
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readily relieved by the anti-asthma regimen 
(intravenous drip with ACTH and amino- 
phylline, diphenhydramine HCl [Benadryl] 
or promethazine [Phenergan], and iodides, 
with antibiotic drugs for any associated in- 
fectious factor, plus reassurance). 

After the wheezing and dyspnea have been 
controlled, the surgeon operates and after he 
is through the patient is returned to his 
“allergy” room (he is not sent to the usual 
recovery room). The nurses for this particular 
“asthma section” are familiar with treatment 
of asthmatic patients and are more efficient 
than the average nurse. Our service manages 
any asthma; the surgical service looks after 
the surgical problem. In most cases the asthma 
offers little or no problem to the surgeon. 

Probably the most important rule in this 
group of patients is the avoidance of extreme 
narcosis. If the patient does not have asthma 
we permit the surgeon to use meperidine or 
even morphine in small amounts. If asthma 
is present, however, opiates are forbidden be- 
cause they slow respiration and lessen the 
cough reflex. 


One very interesting case illustrates the cor- 
rectness of our opposition to sedation pre- or 


postoperatively. 

J. C., 62, had to have almost complete removal of 
his stomach because of a large perforating gastric ulcer. 
He also had bronchial asthma, widespread bronchi- 
ectasis, emphysema, and even some cardiac decom- 
pensation. Pulmonary tests showed that his breathing 
abilities were markedly diminished, with only a 35% 
one second capacity, with very little improvement from 
bronchodilators. 


He was a very poor surgical risk, but the surgeon 
gave us a few days to prepare him for operation. He 
was placed in an “asthma” room, with some improve- 
ment. On the morning of the operation an intra- 
venous drip was started with 20 units ACTH and 0.48 
Gm. aminophylline per liter of 5% glucose in water. 
He was also given a liter of 5% ethyl alcohol intra- 
venously. The operation was done under spinal 
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TABLE 1 
MAJOR SURGERY 


Cholescystomy 
Herniorrhaphy 
Thyroidectomy 


anesthesia. Postoperatively, he was continued on 
corticosteroids for a few days. Sedatives were for- 
bidden, although he did have 10 grains of aspirin 
rectally. His postoperative course was smooth and 
uncomplicated and he left the hospital in two weeks. 
Since then he has done relatively well under specific 
allergy measures, despite his emphysema and bronchi- 
ectasis, and despite his unwillingness to stop smoking. 


Clinical Material 


Our hospital opened in 1941, and during 
the next 18 years we have had some 300 
asthmatics in whom major or minor surgical 
procedures were carried out. However, in 
only 50 cases was there sufficient information 
in the records to warrant consideration of the 
risk of surgery in asthmatic patients. In the 
other charts there were histories of bronchial 
asthma, but no specific mention as to chest 
findings immediately before and after oper- 
ation. We presume that asthma was not a 
current problem in these cases, and therefore 
were not included in our present series. 

In the 50 patients we are now reporting 
there were 37 major and 24 minor operations. 
Table 1 shows that removal of gallbladders 
with stones was the chief indication, followed 
by the repair of hernias. 

Table 2 lists the minor surgical procedures. 

In table 3 the anesthesias and complications 
are given for the 37 patients who had major 
surgery. General anesthesia was used in 21 ot 
these cases, and local or regional anesthesia 


TABLE 2 
MINOR SURGERY 


Removal of breast tissue 


Bronchoscopy 

Excision of carcinoma of face 

Nasal polypectomies 

Miscellaneous (excisions, cataracts, varicose vein ligations) 
Tonsillectomy and adenoidectomy 
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TABLE 3 


MAJOR SURGERY 
37 Cases 


General anesthesia 

Regional anesthesia 

No bronchial asthma preoperatively 
Slight asthma preoperatively 

Severe asthma preoperatively 

No asthma postoperatively 

Slight asthma postoperatively 
Moderate asthma postoperatively 
Meperidine preoperatively 
Morphine preoperatively 


in 15. In 26 patients asthma was not present 
preoperatively, whereas there was mild asthma 
in 10 cases. Postoperatively, slight asthma oc 
curred in 5 patients, with moderate asthma in 
an additional 2 patients. In 28 cases asthma 
did not occur at all. 

Incidentally, some meperidine was given 
preoperatively in 27 cases and morphine in 9 
more. These patients were free from asthma 
before operation. 

Table 4 presents similar information re. 
garding the 24 asthmatic patients in whom 
minor surgical procedures were carried out. 
It can be seen that general anesthesia was 
used in 16 cases, local anesthesia in 8. In Il 
patients the chest was clear before operation; 
in 8 mild wheezing existed. 

Following the operation there was no 
asthma in 12 cases, mild asthma in 10, and 
in one patient severe asthma occurred. One 
notes also that Meperidine was used preoper- 
atively in 14 patients, morphine in 3. 

In summarizing complications (Table 5),— 
there were 5 instances in the 37 patients with 
major surgery: in 2 patients asthma itself 
came on; one patient developed acute plev- 
ritis; another had bronchitis which was re 
lieved by inhalations of trypsin (Tryptar); in 


TABLE 4 


MINOR SURGERY 
24 Cases 


General anesthesia 

Regional anesthesia 

No bronchial asthma preoperatively 
Slight asthma preoperatively 

Severe asthma preoperatively 

No asthma postoperatively 

Slight asthma postoperatively 
Severe asthma postoperatively 
Meperidine preoperatively 
Morphine preoperatively 
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TABLE 5 
MAJOR SURGERY 
37 Cases 
Complications 

Acute pleuritis postoperatively 1 
Bronchitis, required trypsin 1 
Bronchial asthma, easily controlled 2 
1 


Stormy postoperatively, no asthma 


a 75 year old patient who had an emergency 
bowel operation, the postoperative course was 
stormy but no asthma occurred and the pa- 
tient recovered. 

Among the 24 patients who had minor 
surgical procedures (Table 6), one developed 
severe asthma while bronchoscopic examina- 
tion was being done. Another patient (in 
1948) required 45 minutes of ether inhalation 
before a cyst of the breast was removed, but 
she did well postoperatively. 

Discussion 

Gaarde, Prickman and Raszkowski! have 
discussed surgical procedures in asthmatic pa- 
tients in three different papers. Their first 
paper, published in 1942,1 reported results in 
189 patients seen from 1934 through Septem- 
ber, 1940. The second study dealt with an- 
other 142 asthmatic patients seen from Oc- 
tober, 1940, through July, 1943.2 Both these 
papers were published before the widespread 
use of antibiotics. 

In these two papers some type of pulmonary 
complication occurred in 13.2% in the first 
group, and 15% of the second. Broncho- 
pneumonia, obstructive pneumonitis, bron- 
chitis and severe asthma were the main 
complications. There were two pulmonary 
deaths in each group. 

In the last of the three studies, published 
in 1959, Prickman and Whitcomb® studied 
another 153 asthmatic patients who under- 
went major operations, and 178 more in 
whom minor surgical procedures were carried 
out. In their combined $31 patients there 
were 10 pulmonary complications, chiefly 
bronchopneumonia along with asthma after 


TABLE 6 


MINOR SURGERY 
24 Cases 


Comblications 
Bronchial obstruction (mucus plug?) 1 
Required ether 45 min. preoperatively 1 
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bronchoscopic procedures. This total of 
3.31% compares very favorably with the 
previous figures of 13.2 and 15 per cents. The 
authors comment that “the decrease is at- 
tributed mainly to the optimal control of 
asthma before and after operation, to the use 
of antibiotics when indicated, and to the 
newer steroid therapy.” They concluded that 
“96.1% of these patients underwent major 
surgical procedures without the development 
of significant postoperative pulmonary com- 
plications. . . . The properly prepared asth- 
matic patient is a good surgical risk. . . . No 
untoward effects were attributed to the anes- 
thetic agents used.” 

Death in their group of 331 patients oc- 
curred three times, with a mortality per- 
centage of less than 1%; in the previous re- 
ports the mortality rates were 2.1 and 1.4 per 
cents, respectively. 

In our group, based on 61 surgical pro- 
cedures in 50 asthmatic patients, we had no 
deaths, but 3 of our patients developed severe 
asthma postoperatively and one other had an 
acute pleuritis. We might add that the 
surgical results in our patients were ex- 
ceptionally good, and we were pleased to note, 
to the best of our knowledge, that not one 
patient developed a postoperative hernia. 
Such complications are not infrequent in 
asthmatic patients who cough after a gall- 
bladder has been removed or after the re- 
pair of an inguinal hernia. We believe that 
asthmatic patients whose asthma can be con- 
trolled before and after surgical measures are 
almost as good risks as are nonasthmatic 
patients. 


Summary 


1. It is essential to overcome the asthma 
before surgical procedures are done. This is 
readily done in the large majority of patients 
by the usual anti-asthma therapy. 

2. Special “asthma” rooms are very 
valuable, and are equipped to avoid im- 
portant inhalant allergens, e.g., house dust, 
pollens and fungi. 

3. Patients are put in these rooms both 
before and after operation. 


4. Sedation is limited or entirely avoided 
in patients who have some asthma at the time 
of operation. Small amounts are permitted in 
asthmatic patients if asthma is absent at this 
time. 
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excellent. 
hernias. 


2. Prick 


8. 


very carefully. 
contraindicated since it tends to cause bronchiolar 
constriction, 
Meperidine (Demerol) is a much more adaptable 
drug, since it is a good narcotic and is a broncho- 
dilator. It should be given in carefully prescribed 
doses to achieve narcosis and bronchiolar dilatation, 
without repiratory depression. The usual optimal dose 
for an adult is 50 to 75 mg. Atropine can be given 
in full doses of from 1/150th of a grain to 1/100th 
of a grain to achieve bronchiolar dilatation, plus the 
suppression of secretions. While it is true that 
atropine will tend to inspissate secretions in the 
asthmatic, the advantages of bronchiolar dilatation 
and the drying of subsequent secretions, apparently 
outweigh this minor disadvantage. Atropine mani- 
fests its bronchiolar dilating mechanism by suppression 
of vagal activity. In addition, a tranquilizing anti- 
emetic, and drying drug, such as _ hydroxyzine 
pamoate (Vistaril) can be added to advantage in 
dosages of from 25 to 50 mg. These drugs should all 
be given approximately one hour preoperatively by 


5. Fifty patients with bronchial asthma 


had 37 major and 24 minor operations. 


6. There were no deaths; asthma followed 


operation in 3 patients, acute pleuritis in 
another. 


7. General anesthesia was used in 37 cases, 


spinal or local in 23. 


8. The results indicate a low incidence of 


complications in asthmatic patients in whom 
surgical procedures are necessary. 


9. The surgical results in our group were 
There were no_ postoperative 
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Discussion (Abstract) 
Dr. H. Whitney Boggs, Shreveport, La. I have 


been very interested in the paper presented by Drs. 
Unger and Johnson. I note that a majority of the 
cases which they have discussed have been asthmatics 
in which operation has been performed, but who, at 
the time of operation, were not suffering from an 
acute asthmatic episode. 


I feel that in any discussion of surgery in the 


asthmatic patient, serious consideration must be given 
to those individuals who are required to go to an 
emergency operation in the asthmatic state. 


In this connection, it is important that asthmatic 


patients continue to take the usual medications that 
control or minimize their asthma. These medications 
should be taken as usual and can be given by mouth 
if they are taken one or two hours preoperatively. 


The preoperative medication should be prescribed 
Morphine, of course, is completely 


as well respiratory depression. 


SOUTHERN MEDICAL JOURNAL 


MAY 1960 


hypodermic. In addition, if local anesthesia is cop. 
templated, a small dose of barbiturate, such as 50 mg. 
of pentobarbital sodium can be added to help protect 
against reactions from the anesthetic agent. It may be 
given one to two hours preoperatively by mouth, or 
one hour preoperatively by hypo. One can also use 
drugs such as diphenhydramine HCl for this purpose, 

In addition to the above preoperative medications, 
it is advisable to prescribe an aminophyllin suppository 
or rectal installation of theophylline monoethanol- 
amine (Clysmathane) one hour preoperatively. The 
usual dose is between 334 and 714 grains. We have 
found the smaller dose works as fast, and relief js 
just as good. 

As to the choice of anesthesia, local should be used 
if possible or practical for the operative procedure 
contemplated. If spinal anesthesia is considered, it is 
satisfactory for use if the level is kept below the 
umbilicus, at approximately T-10. At higher levels 
one has an excellent chance of precipitating an acute 
attack of bronchiolarspasm through the mechanism of 
blockage of the thoracic sympathetic nerves which 
normally provide bronchiolar dilatation; this leaves 
in dominance the vagal parasympathetic nerves that 
provide bronchiolar constriction, particularly if the 
vagus is incompletely blocked by the preoperative 
atropine. On a practical clinical basis, this is usually 
the case, as atropine will rarely completely suppres 
vagal activity. 

If general anesthesia is to be given, cyclopropane 
should be avoided. If the asthma is not too severe, or 
if it is well-controlled, the patient may have anesthesia 
carefully induced with small doses of Pentothal 
preferably by drip solution, and then be changed to 
ether. Cyclopropane is a potent bronchiolar constrictor 
while Pentothal is only slightly so. Ether is a bronchi- 
olar dilator. If the asthma is severe, and particularly 
if the patient is having active trouble at the time of 
induction in spite of all preoperative care, the in- 
ducing agent should be vinyl ether (Vinethene) by 
open drop followed by ether, either by the open drop 
method, or by the anesthesia gas machine, so as to 
provide a high oxygen concentration. One must 
guard carefully against hypoxia and hypercapnia 
Helium-oxygen mixtures are often of value, since it 
takes helium approximately 24 hours to diffuse from 
the alveoli as against approximately 30 minutes for 
other gases. This action of helium helps to prevent 
postoperative atelectasis. 

If bronchiolar spasm does occur, one may gitt 
aminophyllin intravenously in dosages of 334 to lf 
grains. The ether concentration should be increased 
with positive pressure and with a high oxygen o 
oxygen-helium atmosphere, and add to the intravenous 
drip a solution of isopropyl-arterinol (Isuprel). In a 
emergency, epinephrine 1:1,000 aqueous solution, 0% 
cc. LV. may be given in an attempt to relieve the 
bronchiolar spasm. Curare should be avoided by al 
means, since it is a bronchiolar constrictor. Succinyl 
choline may be substituted instead. 

If endotracheal intubation is not contemplated 
from the start, there should be ready at hand all of 
the necessary equipment for intubation. The patients 
trachea should be suctioned as often as secretio 
accumulates. 
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In summary, (1) Good medical management of the 
asthma is essential; (2) Careful attention to the pre- 
operative medication must be given. One must make 
sure that the patient has had his medication for a 
long enough period before the induction anesthesia 
is begun, if possible; (3) There must be a very careful 
selection of the type of anesthetic to be used; (4) 
Treatment of bronchiolar spasm must be adequate and 


early; and (5) These cases can give a great deal of 
trouble and should be handled by an expert 
anesthesiologist. 

In closing, I wish to express my sincere appreciation 
to Dr. M. A. Kutschbach, the Chief Anesthesiologist, 
Confederate Memorial Medical Center of Shreveport, 
La., for his excellent advice in helping me to prepare 
this discussion. 


Fifty-fourth Annual Meeting 


Southern Medical Association 


ot. Louis, Mo., Oct. 31-Nov. 3, 1960 
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Medical Management of the Normal, 
But “Unwell” Patient 


CHARLES W. HOCK, M.D., Augusta, Ga. 


The medical history provides the only real means of learning to know the patient, become aware 
of his complaints and worries, and to establish rapport. This cannot be done by the 

laboratory and its reports. It takes time, but one may ask what worthwhile 

objective is attained without the expenditure of time. This essay 


should be read by every “busy” family doctor. 


How MANY TIMES A DAY do you hear these 
complaints? “Doctor, I just don’t feel well, 
have no appetite, no energy and stay tired all 
the time. Even with a good night’s sleep I 
wake up as tired as when going to bed. I 
frequently have very severe headaches, lots of 
indigestion, gas and constipation, and, in 
general, feel miserable most of the time.” 

Approximately 70 to 80% of all patients 
coming to physicians in general practice have 
symptoms which continue year after year. 
These patients usually go from doctor to 
doctor seeking help. 

Such a patient is too frequently termed “a 
neurotic,” “‘a psychosomatic,” “a crock,” “a 
P.M.S. (poor miserable soul),” or some other 
uncomplimentary title. When talking with 
such a patient, one tends to class the condition 
as “functional” or “nervous,” and it is all too 
easy to so inform the patient. A large pro- 
portion of physicians in the United States, 
and practically all of those trained prior to 
1940, were taught by graduates of what might 
be termed the Organic School of Medicine 
who believe that if you cannot see it, feel it or 
find some evidence of it with a test, the dis- 
ease does not exist, and symptoms in such a 
case should therefore be regarded as imagi- 
nary. During this period the practice of medi- 
cine was being lifted out of the realm of 
guesswork, or “clinical impression” and put 
on a scientific basis. This represented a real 
and necessary step in medical progress, but 
when carried too far caused the “modern 
scientific doctor” to hold in contempt the 
individual whose complaints did not conform 


*Read before the Section on General 
Medical Fifty-Third Annual 


Practice, Southern 
Association, M 
Ga., November 16-19, 1959. 
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to a known, objectively measurable disease 
condition. This passion for objective evi- 
dence, when carried too far, frequently leads 
the physician figuratively to force a round- 
peg patient into a diagnostic square hole to 
satisfy the “scientific” requirements for recog- 
nition of an organic disease. 

With time scientific physicians “redis 
covered” the psychosomatic state, and then 
the opposite tendency arose. Countless re 
ports have been written in the past few years 
concerning the so-called psychosomatic pa- 
tient. Many of the followers of the psycho 
somatic school want to put almost everything 
on a nervous or functional basis. Such a one- 
sided attitude again is incorrect. Every normal 
individual has problems which involve all 
phases of his life and each person tends to 
react in his own fashion. Such a person may 
have indigestion, which from the _ history 
could well be attributed to a poor diet, family 
problems or various other causes. It is easy 
for the psychosomatist to say these are the 
causes of the trouble. Doubtless this patient 
has emotional problems, but also he may 
have a cancer or something equally real 
which, if not looked for, will not be found. 


The frustrations of a missed diagnosis are 
illustrated by the story of a middle-aged man 
whose apologetic opening statement was that 
he had seen six specialists and each had 
helped him some but he still was far from 
being a well man. He presented four type 
written pages of history. This is often re 
garded as a typical neurotic sign, and when 
we encounter it most of us are inclined to 
judge such a patient as a “neurotic.” By 
taking time to read the four pages, however, 
I noted that he described episodes of sudden 
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severe weakness, a tendency to feel faint late 
in the morning which made it necessary for 
him to be taken home, only to have these 
symptoms disappear when he had “rested and 
had lunch.” 

This patient had in his possession a letter 
from an internationally known physician of 
an important clinic stating that examinations 
had been discontinued because they were re- 
garded as a waste of time and money, since 
it was Obvious that the diagnosis was psycho- 
neurosis. Nevertheless, my studies showed 
that these episodes of faintness were due to 
hypoglycemia, and after he was taught to 
control this with food, he has remained well. 

The outcome of this case illustrates the 
importance of paying close attention to what 
the patient says and of not drawing a con- 
clusion prematurely. 

Much has been written and said about the 
Art of Medicine. Just what is the Art of 
Medicine? For our present purposes it is suf- 
ficient, perhaps, to say that an important 
facet of this Art is that the physician, by 
every means possible, instills confidence into 
the patient, that he does what is best for the 
patient whose welfare comes first. How can 
today’s physician, in this high-speed world, 
practice medicine with sincerity and artistry? 
Alas, there seem to be no shortcuts. The very 
first approach must start with an infusion of 
confidence, and there’s no better way to do 
this than to let the patient tell what bothers 
him, and then one may bring out systematic- 
ally the details of a complete history. This 
includes also what one may term a social 
history, the patient’s place in society, his re- 
lationships in family, marriage, school, job, 
recreation, church, etc. Last, but far from 
least, after the questioning is finished the 
patient should be allowed to discuss any 
subject he desires. Then comes complete ex- 
amination of the body and, finally, a ju- 
dicious selection of laboratory procedures 
which appear useful. 

The physician can shatter the confidence 
of his patient by failure to do a thorough 
job. A basis for lack of confidence arises at 
once if one asks only a few cursory questions, 
and with no explanation, a prescription is 
given with the remark, “Try this for a few 
days and if you don’t feel better, let me hear 
from you.” Any patient so treated bas a right 
to be dubious of the physician’s judgment. 
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‘Let us suppose that a painstaking history, 
physical examination, and laboratory tests 
reveal no organic disease, and that the diag- 
nosis appears to be in the direction of a func- 
tional, psychosomatic, or perhaps a psycho- 
genic disorder. At this point some physicians 
err, I believe, in telling the patient their con- 
dition is “functional,” or has a “nervous” 
basis. First, one may err in arriving too early 
at this conclusion; it may be best to “sleep 
on” the problem for a while. But it is per- 
fectly true a patient may get nervous, upset, 
worried, excited, and these if excessive, may 
cause alterations of normal physiologic 
processes and thus produce symptoms of 
various kinds. An illustration which is fre- 
quently helpful is that of a cramp in the calf 
muscles of the leg. This cramp may come on 
during athletic endeavor and has been given 
the term “charleyhorse”; or, this same muscle 
spasm may occur during sleep, generally 
causing the person to try to stand up to 
straighten out the muscle. When this spasm 
or cramp occurs, the muscle is visibly 
tightened into a “knot” that can be seen. It 
most definitely can be felt by the person and 
frequently there is soreness of this muscle for 
3 or 4 days afterwards. If, when the muscle 
was in spasm a biopsy were sent to the path- 
ologist for analysis, his report would be that 
the muscle is normal and shows no organic 
disease. Yet, the muscle spasm or cramp could 
be seen, felt and generally left soreness for 
several days afterwards. It shows a lack of 
understanding of what is occuring for one to 
label this as “imagination.” 

Once a diagnosis of functional disturbance 
has been established, what is the next step? 
The physician must make some satisfactory 
explanation, and take steps that will relieve 
the patient. Most helpful is to assure him 
that although he is having discomfort, in 
reality he is very fortunate because the organs 
involved are not diseased, just not functioning 
correctly. We may state further that, although 
the symptoms may be caused by an altered 
physiologic response due to nervous tension 
and various other causes, there is no damage 
to the organ itself and the symptoms there- 
fore can be treated with hope of success. 

In treatment, the first rule is to show sin- 
cerity and understanding for the patient and 
his numerous problems. In some treatment is 
simple, such as with the couple who discon- 
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tinued all social engagements when the chil- 
dren came; this couple will improve markedly 
when their monotony is relieved. For those 
who are too heavily involved with responsi- 
bilities of all types, a release through a hobby 
or some other such device may work a 
miracle. Others, however, may be psycho- 
logically maladjusted and the physician must 
be keen enough to recognize the patient's 
limitations and to realize that only a major 
psychic overhaul of this person would per- 
mit adjustment. In some individuals constant 
tension plays an important role in causing 
illness. Another patient may have a nutri- 
tional problem, perhaps having followed a 
food fad for years, with a diet composed pri- 
marily of roughage and laxative foods with 
little animal protein and fat. 


Still another type, associated with long in- 
terplay of tension, borderline diet, too little 
mental and physical relaxation, is character- 
ized by a constitutional and psychical in- 
adequacy. Such persons are usually apathetic, 
tense, tired, and sleep poorly. This type of 
patient, in our experience, needs additional 
aid such as a general biologic stimulant. 


For the constitutionally inadequate indi- 


vidual and others who have progressed to the 
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point where their recuperative powers no 
longer function adequately, my treatment is 
along several lines. These persons should re. 
ceive careful directions, written in detail, 
about all phases of their regimen. I prescribe 
a diet high in protein and low in fat, with 
vitamins and simple sedatives. I favor also 
employing an anabolic or tissue-building 
agent. The anabolic steroids as a group exert 
not only a tissue-building effect, but also help 
to induce a change of mental attitude from 
apathy to psychic vigor and vitality. A new 
long-acting biologic stimulant of this type 
which I have evaluated is  nandrolone 
phenpropionate. The action of this com. 
pound is primarily anabolic, that is, pro 
motes protein tissue-building processes. This is 
the opposite of the catabolic or tissue-de. 
pleting processes, such as is produced by the 
corticosteroids. The principal uses of nandro- 
lone phenpropionate are to induce weight 
gain and well-being, to increase appetite and 
strength. This preparation has an action 
which lasts from 1 to 3 weeks, depending on 
the dosage, and this repository effect is due 
to the phenylpropionate ester which delays 
destruction of the active portion. This bio- 
logic stimulant has been used extensively in 


TABLE 1 


Patient 


S.L.U. 


Diagnosis 
Gastritis, functional bowel and 
anxiety reaction 
Functional bowel 
Functional bowel 
Functional bowel 
Functional bowel 
Functional bowel 
Duodenal ulcer 
Duodenal ulcer, healed 
Duodenal ulcer 
Duodenal ulcer 
Duodenal ulcer, diabetes 
Duodenal ulcer 
Intramural tumor of gastric wall 
Aplastic anemia 
Gastritis and duodenal ulcer 


Postcholecystectomy syndrome, 
functional bowel 


Cholelithiasis 


Gastric ulcer, diarrhea of 
unknown etiology 


Duodenal or pyloric ulcer 
Functional bowel 
Postgastrectomy syndrome 
Ulcerative colitis 


Postgastrectomy syndrome, 
postextraction of teeth 


Postgastrectomy, functional bowel 
Functional bowel, acute anxiety 


Anxiety Weakness. Appetite 
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Poor Sleep- 
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TABLE 2 
Duration of Weight 
Medication Gain Sleep- Nervous- Lack of 

Patient Age Sex Dosage (Days) Anxiety Weakness Appetite (lbs.) lessness Anorexia ness Energy Results 
§.L.U. 51 M 2 cc. 50 E 3u E E E Excellent 
M.A. 63 F 2 ce. 58 1% E E Excellent 
EW.L. 61 M 2 cc. 21 Ss 0 s Ss Satisfactory 
LR. 40 M 2 cc. 39 E 0 E E Excellent 
S.J.H. 64 F l ce. 58 E 1% E E Excellent 
H.A. 3 OM 2 cc. 68 8 Ee E E E Excellent 
jos. 29 OM 2 cc. 64 E 10% E. E E - Excellent 
M.E. 38 M 2 ce. 28 1” E E Excellent 
CW. 33 M 2 cc. 22 E 3 Ss s E Excellent 
LR. 66 M 2 cc. 19 Ss 0 S Satisfactory 
H.C.R. 54 M 2 cc. 14 E 0 E Excellent 
RHR. 46 M 2 cc. 22 E 1 E E Excellent 
j.F.B. 11 M 1 cc 3 E 3 E Excellent 
tw. .c M 2 cc. 15 P 0 P Poor 

MJ.P. 46 M 2 cc. 35 P 0 P P Poor 

JS. 29 M 1 ce. 18 P 1% P P Poor 

H.H. 52 M 2 cc. 76 E E 4% E Excellent 
LAR 55 M 2 cc. 20 E 5u E S Excellent 
CH. 69 Flee. (initially) 18 M4 P P Poor 

2 cc. (thereafter) 

G.H.M. 48 M 2 cc. 7 P 1% P P Poor 

R.K.S. 50 M 2 cc. 45 6 E E Excellent 
CEM... 27 M 2 cc. 60 “% P Poor 

GCC. 55 M 2 cc. 23 E E 0 E Excellent 
K.E.K. 50 M 2 cc. 43 Ss 5u Ss s Satisfactory 
J.K. 40 M 2 cc. 20 S 0 P P Poor 


Europe for the past 2 years in a variety of 
clinical conditions; such as, before and after 
operation, in the treatment of postmeno- 
pausal osteoporosis, and inoperable mammary 
carcinoma. This is the first report of its use 
in the treatment of the functionally or con- 
stitutionally inadequate patient. 

Table 1 presents the age, sex, diagnosis 
plus the complaints of 25 such patients. The 
most common complaints are weakness, lack 
of energy, poor appetite, nervousness and in- 
somnia. 

Table 2 describes the dosage, duration of 
treatment with nandrolone phenpropionate 
and the response of the patient. A beneficial, 
anabotic response was clear cut in 64% of the 
patients and occurred in less than a week 
after a single injection. In 8% of the patients 
2 to 3 weeks or 2 to 3 injections (each of 
25 to 50 mg.) were required before a clinically 
noticeable anabolic response was noted. The 
maximum appareit response was obtained 
after approximately 6 injections at intervals 
of one week. The characteristic sense of well- 
being was maintained with an injection of 
from 25 to 50 mg. every 2 to 4 weeks. 

The interval between injections may grad- 
ually be extended, as the patients respond, 


until medication is discontinued. In some 
patients the response is dramatic, changing 
from a picture of gloom to that of an ex- 
tremely energetic person with a feeling that 
“life is worth living again.” In others the 
change is more gradual and not as obvious. 
In only 2 patients were side effects ob- 
served. One patient reported that her nerv- 
ousness was increased, and one thought he 
had pains in his chest and cramping ab- 
dominal pain as a result of the treatment. 
This followed the third injection. This latter 
patient has a history of tuberculosis and an 
active peptic ulcer. Following 80 to 90% of 
the injections there was no complaint what- 
soever of any soreness and what discomfort 
was observed following injections was moder- 
ate at the most. 


In conclusion, let me urge once more that 
we aim to understand to the best of our ability 
the “functional” patient’s entire life, and to 
gain his confidence so that he may at all times 
feel free to come to us with his problems. 
One should meet the needs of the patient 
for sympathetic understanding, and treat his 
symptoms as they arise. Since from 70 to 80% 
of our patients are normal, but nevertheless 
“unwell” rather than acutely ill, we must 


meet the challenge. 
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Discussion (Abstract) 


Dr. F. P. Rhoades, Detroit, Mich. It is indeed an 
honor and a privilege to be invited as a participant 
and a scientific exhibitor at the Southern Medical 
Association. This is my first visit in many years to 
Atlanta, and I am forcefully struck with the gracious 
hospitality of the South. I am particularly pleased to 
be asked to discuss Dr. Hock’s paper. He has em- 
phasized the most important aspect of medical care 
in the private practice of medicine. Every doctor in 
private practice, and particularly the general practi- 
tioner, is confronted daily by the “neurotic,” the 
“psychosomatic,” or “functional” disorders of his pa- 
tients. It is in the handling of this large segment of 
his practice that the private physician must exert all 
his ingenuity and skill if he is to satisfy and ade- 
quately treat this important percentage of his practice. 

Dr. Hock has most thoroughly outlined a method 
of procedure that should enable the average physician 
to handle this difficult portion of his practice. 
Strangely enough the advent of the antibiotics, while 
they have simplified the treatment of infectious dis- 
eases, has served to point up even more acutely the 
“functional” disorders of man. More effective medi- 
cations have lulled many physicians into a false sense 
of security with too great a dependence upon the 
“miracle drugs.” Dr. Hock’s paper should make all 
of us keenly aware that more than “miracle drugs” 
are needed if private practice is to be preserved. We 
must go back to more complete histories and physical 
examination of our patients; we must spend more time 
with them; we must allow them to more fully expand 
on their “disorders.” Unless we do, we have little to 
offer that cannot be done as well by “group practice” 
or “clinics.” 

During the past quarter of a century many forces 
have made inroads into the field of the private prac- 
tice of medicine. The thinly disguised and quasi- 
ethical corporate practice of medicine is on the in- 
crease. Closed panel and clinic groups with full-time 
salaried physicians are becoming more numerous. 
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University hospitals, under the guise of student teach. 
ing, are competing with the private practice of med. 
cine. In many areas, and we are told our turn is soon 
to come, union-sponsored closed panel systems are 
operating. 

The strength of private practice is dependent upon 
the continuation of a close personal patient-physician 
relationship, and medical care that is superior to what 
other types of practice offer. The acceptance and dis. 
charge by the patient of the financial obligation in. 
curred in this relationship is an important therapeutic 
element. Payment by a third party must be handled 
with great care so as not to completely destroy the 
patient’s feeling of satisfaction that is greatest when 
he alone renders direct compensation. 

The average American citizen has become so ae. 
customed to buying everything on time payments that 
the extension of this principle to medical care finds 
ready acceptance. Prepaid medical insurance is here 
to stay. The only problem is how it is to be directed 
so as to strengthen the private practice of medicine. 
Adequate and acceptable payment for services of 
physicians, of course, is essential. It is equally essential 
that safeguards be erected against those who would 
take advantage of liberalization features and thus 
bankrupt the plan. 

An ever-increasing percentage of newly licensed 

physicians are accepting full-time salaried positions 
with hospitals, industry, and the government. If 
private practice is to survive, its devotees must become 
more active in organized medicine in order to help 
form and guide the policies that mean life or death 
for the type of practice time has proven best for 
mankind. 
In conclusion, it has been an enlightening experi- 
ence to attend and participate at this great Southem 
Medical Association meeting, and to have the pleasure 
of discussing Dr. Hock’s presentation who, obviously, 
practices medicine in a manner that is to be highly 
recommended to all physicians. Indeed he practices 
in the manner of the ideal “family physician” which 
is the objective of all good general practitioners. 
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Intermittent Insufficiency of the 
Basilar and Internal Carotid Arterial 
Systems: The Syndromes and Their Management 


WILLIAM H. ROSENBLATT, M.D., Jackson, Miss. 


The understanding of intermittent arterial insufficiency to the central nervous system is 
progressing rapidly. Syndromes are being recognized providing anatomic localizations of 
obstructions. Vascular surgery and anticoagulants are providing, for the first time, 


effective tools for use in selected cases. 


DuRING THE PAST FOUR YEARS the therapeutic 
approaches to the management of cerebrovas- 
cular disease, specifically, transient ischemic 
attacks have become more positive; and it ap- 
pears that real help may now be offered to 
properly selected patients. While the fluctuat- 
ing manifestations of cerebral ischemic epi- 
sodes, representing premonitory signs warning 
of impending thrombosis, had been described 
before,1-3 Millikan and associates,*-11 in 1955, 
first coined the terms, “intermittent insuffi- 
ciency of the basilar arterial system” and 
“intermittent insufficiency of the internal 
carotid arterial system.” They, likewise, first 
stressed the importance of early recognition of 
the syndromes from the standpoint of the 
potential usefulness of anticoagulant drugs in 
eliminating the transitory attacks and possibly 
preventing cerebral artery thrombosis.® 

It is the purpose of this paper to review the 
diagnostic criteria of the syndromes of trans- 
sient ischemic attacks and to present briefly a 
small selected group of illustrative personally 
managed cases, stressing the value of anticoag- 


ulant therapy on an emergency and long-term 
basis. 


The Syndrome of Intermittent Insufficiency 
of the Basilar Arterial System 

This syndrome consists of sharply episodic 
attacks of loss of vision, diplopia, ptosis; 
clouding of the sensorium, confusion, uncon- 
sciousness; hemiparesis and hemiplegia; dysar- 
thria; dysphagia; sensory phenomena in the 
face, of one extremity or half of the body; 
vertigo, tinnitus, unsteadiness; vomiting and 
headache. The alternating involvement of 
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first one side of the body then the other, when 
associated with such phenomena as dimness 
of vision, dysarthria, dysphagia or vertigo, 
strongly suggest the diagnosis.*!° Since the 
basilar arterial system carries blood to the 
brain stem and through the posterior cerebral 
arteries to the occipital lobes, it becomes ap- 
parent that impairment of this blood supply 
will produce the variable complex symptoms 
and abnormal neurological signs described. 
The symptoms and signs depend on the site 
of involvement, whether it is sudden or grad- 
ual, complete or incomplete, the adequacy of 
collateral circulation, cardiac output and 
probably other factors.5 The following four 
cases are presented to describe this syndrome. 

Case 1. (J. C.) A 66 year old man was admitted to 
the hospital March 11, 1959, because of unsteady gait, 
dysarthria, alternating weakness of all four extremities 
and alternating right and left facial weakness. He had 
been well until 8 months prior to admission when he 
began having recurrent attacks of vertigo, staggering 
gait, dysarthria and weakness and numbness of first 
one side of his body and then the other. These symp- 
toms ordinarily lasted 15 to 20 minutes at a time, clear- 
ing spontaneously and leaving no residual neurologic 
deficit. Usually, these episodes recurred once per 
month; however, 2 days before entering the hospital 
he had three attacks in rapid succession. These latter 
three were more severe than the others and were ac- 
companied by pallor, double vision and mental con- 
fusion. 

On examination, he was confused, overly talkative 
and dysarthric. The left corner of the mouth drooped, 
the tongue, pharynx and palate moved poorly, and 
there was paralysis of left conjugate gaze and horizon- 
tal nystagmus. A mild right hemiparesis was present 
with hyperactive deep tendon reflexes of the right up- 
per and lower extremities. All laboratory examinations 
were within normal limits. 

Heparin and Dicumarol were administered. Twelve 
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hours later he was completely asymptomatic and the 
neurologic examination was normal. During the next 
2 to 3 days he had one or two mild episodes of 
dysarthria and diplopia daily with alternating hemi- 
paresis, numbness and paresthesia of the right and left 
upper extremities. This last series of attacks lasted 1 
to 2 hours, then gradually shortened to the point 
where they were of a mere 3 to 5 minutes dura- 
tion. After the fifth hospital day he had no further 
attacks and has since remained entirely asymptomatic. 
He is presently being maintained on long-term ambu- 
latory anticoagulant therapy employing Dicumarol in 
dosages which keep his prothrombin time two to two 
and one-half times control values, in seconds. 

Comment. This man’s recurrent transient 
episodes of alternating weakness of the limbs, 
vertigo, unsteadiness and dysarthria over an 
8 months period, culminating in_the longer 
lasting and more frequent attacks with di- 
plopia shortly before and during the first 3 to 
4 days of hospitalization, without permanent 
neurologic deficits, supported the clinical 
diagnosis of intermittent insufficiency of the 
basilar arterial system with probable impend- 
ing thrombosis. Since this symptomatic trend 
promptly abated after effective anticoagulant 
levels were obtained, it is believed that the 
drugs probably were responsible not only for 
relieving the attacks but probably prevented 
basilar artery thrombosis. 

Case 2. (W. H.) A 62 year old man was admitted to 
the hospital July 4, 1958, because of a “blackout,” 
earlier in the day. He was unconscious for about 3 
minutes and mentally confused, dysarthric, had an un- 
steady gait and blurred vision for about one hour 
following the spell. There was associated pallor along 
with increased sweating but no headache, convulsions 
or paralysis. He had been in good health until about 
10 days prior to admission when he had an attack of 
vertigo, faintness and unsteadiness with clouding of 
consciousness and dysarthria lasting about 30 minutes. 
This episode cleared spontaneously and he was able to 
resume his usual executive type of work. 

Examination revealed a blood pressure of 160 mm. 
systolic and 90 mm. diastolic. He was mentally alert 
and presented no abnormal physical or neurologic 
signs. All laboratory examinations were within normal 
limits. 

Heparin and Dicumarol were administered and have 
been continued since discharge from the hospital July 
9. He has remained entirely free of symptoms and 
continues to be on long-term ambulatory anticoagulant 
therapy (Dicumarol). 

Case 3. (J. P.) A 66 year old man was admitted to 
the hospital Dec. 20, 1957, because of a “blackout” and 
vertigo. He had been in good health until Nov. 6, 
1957, when he had an attack of dizziness on arising. 
This was accompanied by marked unsteadiness of gait 
which he described as a sensation of being drunk. He 
had difficulty in focusing his eyes, his speech was thick 
and he had paresthesias of both upper extremities. 
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The symptoms progressed and he suddenly lost con. 
sciousness for a period of 2 to 3 minutes. The entire 
episode lasted 15 to 20 minutes with the exception of 
a clouding of consciousness which persisted 1 to 2 
hours. After this, he had recurrent transient attacks of 
vertigo and unsteady gait lasting 15 to 20 minutes at 
a time, almost daily. On the morning of admission to 
the hospital he had a severe attack of vertigo which 
persisted and was accompanied by a sensation of losing 
consciousness. His speech again became thick and he 
was aware of paresthesias of both upper extremities, 

Other than marked unsteadiness of gait, Romberg’s 
sign, slurred speech and horizontal nystagmus the neu- 
rological examination was normal. All laboratory ex. 
aminations were within normal limits. 

Dicumarol was prescribed in the dosages custom- 
arily employed in initiating anticoagulant therapy, 
However, for the first 3 to 4 days unusually large doses 
of the drug (300 mg. daily) had to be given to obtain 
effective anti-coagulant levels. His symptoms and 
neurologic abnormalities continued unabated until the 
fifth hospital day when his prothrombin time was % 
seconds (control value, 12 seconds). He was discharged 
on Dec. 28, symptom-free and was continued on long- 
term ambulatory anticoagulant treatment. 

He remained asymptomatic until July 13, 1958, when 
he had a severe attack of vertigo, unsteadiness and 
weakness of grip in the right hand. He was again hos- 
pitalized on July 22, 1958. Examination revealed the 
presence of Romberg’s sign, marked weakness in grip 
of the right hand and hyperactive deep tendon re- 
flexes on the right side. 

His prothrombin time was found to be 13 seconds 
with a control of 12 seconds. This time heparin was 
added to the anticoagulant regimen because of fear of 
impending basilar artery thrombosis. After 3 days, ef 
fective anticoagulant levels were obtained, he became 
asymptomatic and the neurologic abnormalities disap- 
peared. He was discharged on July 28, and is being 
presently maintained on long-term anticoagulant ther- 
apy. No further episodes have occurred. 

Case 4. (T. P.) A 63 year old man was referred 
June 11, 1957, as an outpatient because of recurrent 
“blackouts.” His complaints dated back to September, 
1956, when he was hospitalized because of loss of con 
sciousness and convulsions. This lasted about one hour 
and was accompanied by pallor and increased sweat- 
ing. After regaining consciousness he was confused and 
had an unsteady gait for about 12 hours, then cleared. 
He subsequently had two similar, but milder, episodes, 
one in January, 1957, and another in March, 195). 
Both attacks lasted 2 to 3 hours and resulted in m0 
permanent neurologic deficit. In June, 1957, he was 
evaluated at the local Veterans Administration Hot 
pital where laboratory studies, including pneumoet 
cephalograms, were normal. 

Examination on June 11, 1957, revealed a blood pret 
sure of 140 mm. systolic and 80 mm. diastolic. He wa 
mentally alert and the entire somatic and neurologic 
examination was normal with the exception of @ 
slightly hyperactive left Achilles jerk. 

Dicumarol was administered and has been continued 
on a long-term basis. He has remained totally asympt 
matic and has been able to perform his work salt 
factorily. 
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Comment. These last 3 cases illustrate lesser 
degrees of impairment in the basilar arterial 
system circulation. In cases 2 and 4 the 
dramatic cessation of the attacks after effective 
anticoagulation was impressive. The freedom 
from symptoms for well over one year in case 
2, and over two years in case 4, strongly sug- 
gests a beneficial effect from anticoagulant 
therapy. In case 3 the severe vertigo and un- 
steadiness were so dominant just prior to his 
second hospital admission that thrombosis of 
the basilar artery appeared imminent. Clear- 
ing of the symptoms coincided with the attain- 
ment of effective anticoagulant levels. The 
patient in case 2 did not demonstrate abnor- 
mal neurologic signs at any time and empha- 
sizes the fact that the diagnosis of basilar 
artery insufficiency must frequently be made 
on historical evidence alone and in the ab- 
sence of clinical neurological signs.!? 


The Syndrome of Intermittent Insufficiency 
of the Internal Carotid Arterial System 


This syndrome consists of intermittent epi- 
sodes of unilateral impairment of motor 
and/or sensory function, in certain instances 
associated with a disorder of speech, involve- 
ment of vision homolateral to the artery af- 
fected, or both.’ The attacks are transient and 
not so complex as in ischemic attacks involv- 
ing the vertebral-basilar system. While frank 
convulsive movements are rare, focal epileptic 
seizures may be present;13 likewise, uncommon 
are: unconsciousness, fecal or urinary inconti- 
nence, facial pallor, formed hallucinations and 
the manifestation of temporal lobe seizures. 
The syndrome is better understood when the 
anatomy of the internal carotid artery is re- 
called. The first branch of the internal carotid 
artery is the ophthalmic artery. It then gives 
off the posterior communicating artery and 
the anterior choroidal artery, finally dividing 
into the anterior and middle cerebral arteries. 
These vessels supply blood to the homolateral 
retina, frontal lobe, portions of the temporal 
and parietal lobes, as well as to the corpus 
striatum and posterior limb of the internal 
capsule.® Interference with this blood supply 
produces the variety of symptoms described 
depending on the location of maximal ische- 
mia. The following reports of cases are pre- 
sented to illustrate the nature of the syndrome 
of intermittent insufficiency of the internal 
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carotid arterial system. Noncontributory data 
are omitted. 

Case 1. (C. 1.) A 64 year old man was admitted to 
the hospital Jan. 28, 1955, because of a sudden acute 
onset of severe dizziness, right-sided weakness, ataxia 
and dysarthria. The attack began some 3 or 4 hours 
earlier, on awakening, and persisted. He stated that 
since October of 1952 he had had in the neighborhood 
of some 50 transitory episodes of dizziness, unsteady 
gait, dysarthria and weakness in the right upper and 
lower extremities. The spells were always accompanied 
by increased sweating and pallor; no attack lasting 
longer than 30 seconds, with the exception of an un- 
usually severe attack in June of 1952, when he was 
hospitalized for an episode accompanied by a right- 
sided hemiparesis—this lasted about 40 minutes and 
cleared, leaving no permanent neurologic deficit. 

Examination revealed a well-developed, moderately 
obese, pale, sweaty, confused and dysarthric white man 
with obvious weakness of both the right upper and 
lower extremities. The blood pressure was 140 mm. 
systolic and 90 mm. diastolic. The pertinent findings 
were limited to the presence of Hoffman and Babinski 
signs on the right side, ataxia, hemiparesis of the right 
upper and lower extremities and hyperactive stretch 
reflexes of the right upper and lower extremities. 
Palpation of the left internal carotid artery in the 
pharynx revealed decreased pulsation. 

Heparin and Dicumarol were administered, the 
heparin being discontinued when the prothrombin 
time came within therapeutic range. After about 48 
hours the dizziness cleared; however, the dysarthria, 
right hemiparesis and abnormal stretch reflexes per- 
sisted. Anticoagulant therapy has been continued ever 
since, on a long-term ambulatory basis and there is 
now only a minimal right-sided weakness and slight 
dysarthria. He has had no more episodes of dizziness 
or unsteady gait. 


Comment. This patient satisfies most of the 
criteria of intermittent insufficiency of the in- 
ternal carotid arterial system, specifically, 
some 50 or more intermittent attacks of uni- 
lateral impairment of motor function along 
with disordered speech and abnormal deep 
tendon reflexes finally culminating in what 
was apparently thrombosis of a branch of the . 
left internal carotid artery. On the basis of the 
work done by Millikan’s group,® it would 
appear that anticoagulant therapy may have 
prevented the actual occlusion of the involved 
cerebral vessel and possibly have prevented 
the brain infarction, had such therapy been 
initiated at the onset of the warning 
symptoms. 

Case 2. (E.R. P.) A 63 year old man was admitted 
to the hospital March 25, 1957, because of dizziness, 
motor aphasia, right hemiparesis and occipital head- 
ache. He had been in good health until 24 hours prior 
to hospitalization when he began having repetitive, 
transitory attacks of severe dizziness, motor aphasia 
and weakness of the entire right side of his body. He 
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had a total of 5 of these episodes, lasting 3 to 5 min- 
utes at a time until the attack which prompted hos- 
pitalization. 

Examination revealed a confused, white man with a 
systolic blood pressure of 210 mm. and diastolic pres- 
sure of 110 mm. The other abnormal findings were 
limited to a Babinski sign and hyperactive stretch re- 
flexes on the right side. All laboratory studies were 
within normal limits. 

Heparin and Dicumarol were administered. After 
approximately 12 hours all symptoms cleared with no 
neurologic deficit remaining. He has since been main- 
tained on long-term ambulatory anticoagulant therapy 
(Dicumarol) and has had no recurrence of his previous 
symptoms. 

Case 3. (H.V.W.) A 53 year old man was admitted 
to the hospital April 20, 1957, because of a sudden 
onset 6 hours earlier of dysarthria, paralysis of the en- 
tire right side of the body with numbness and tingling 
of this same side. The attack gradually abated over a 
period of 4 to 5 hours, leaving slight weakness of the 
right upper extremity and mild dysarthria. The epi- 
sode was followed by some mental confusion and mild 
right frontal headache. 

Examination revealed moderate weakness of the 
right upper extremity with hyperactive deep tendon 
reflexes on the right side, right central facial weakness 
and a Babinski sign on the right side. No other abnor- 
malities were found. All laboratory examinations were 
within normal limits. 

Heparin and Dicumarol were administered. All 
symptoms cleared within 12 hours and no neurologic 
deficit remained. He has since been maintained on 
long-term ambulatory anticoagulant therapy and has 
had no recurrence. 


Comment. Cases 2 and 3 represent milder 
variants of the syndrome of intermittent in- 
sufficiency of the internal carotid arterial 
system with temporary neurophysiologic in- 
volvement of a limited area of the brain; the 
interval between the onset of symptoms and 
hospitalization with institution of therapy was 
brief in both instances. The protracted free- 
dom from recurrences could, conceivably, be 
coincidental; however, it appears more likely 
that adequate anticoagulation initially, and 
later on a long-term basis, is responsible for 
the remission of symptoms. 


Discussion 

Basically, from a practical management 
standpoint, it appears to be unimportant to 
distinguish insufficiency between the carotid 
artery and the basilar artery, except for 
pedagogic purposes. Both represent transient 
cerebral ischemia with pre-stroke potential. 
Actually, as pointed out by Millikan and 
Siekert,’ at times it is difficult to differentiate 
one from the other. For example, in certain 
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instances of basilar artery insufficiency the 
initial episodes may consist only of unilateral 
impairment of motor or sensory function, or 
both. When this parallelism occurs, the two 
syndromes cannot be differentiated with cer. 
tainty unless there exists an absence or marked 
diminution of pulsation of the internal 
carotid or a considerable decrease in retinal] 
blood pressure on the involved side. Much 
has been written in the past about disease of 
these arterial systems;14-2 however, emphasis 
on the recognition of the intermittent pre. 
monitory events, as a warning of possible im. 
pending thrombosis, and the importance of 
the symptoms as a diagnostic aid were not ade- 
quately stressed until the work of Millikan 
and associates appeared.*® 
The nature of the physiologic events which 
underlie transient ischemic episodes, the step- 
wise progression of a stroke, the many up-and- 
down fluctuations during the course of a 
stroke, and the gradual advance of a neuro 
logic deficit have been variously speculated 
upon. Until Denny-Brown® in 1951 presented 
important data to document the concept that 
the symptoms were related to carotid or basi- 
lar artery stenosis, a previously popular hypo- 
thesis proposed to explain transient ischemic 
attacks on the basis of vasospasm. As pointed 
out by Fisher,’ the latter explanation is un- 
tenable for the following reasons: 1. The 
cerebral arteries are not responsive to neural 
and chemical stimuli as are vessels elsewhere 
in the body. 2. The musculature of the cere- 
bral arteries is thin and weak and incapable 
of a sustained contraction. 3. Attacks are rare 
in the young, but occur chiefly in the elderly 
whose vessels are sclerotic and, therefore, diffi- 
cult to occlude by constriction. Another the- 
ory, proposed as an alternative to vasospasm, 
was that the attacks reflected a temporary fall 
in systemic blood pressure due to splanchnic 
pooling on assuming the upright position.” 
The inability to reproduce the attacks by tilt 
ing the patient on a tilt-table tends to refute 
this hypothesis; furthermore, such attacks 
usually occur under circumstances other than 
standing erect. The belief that emboli, origi 
nating in the heart, produce such attacks does 
not explain the recurrent transient neurologic 
deficits. The repetition of symptom complexes 
in these entities, according to Millikan and 
co-workers, implies that some anatomic 
ized factor in pathogenesis is constant in each 
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patient, and led them to suspect this constant 
factor to be an area of intima in the vessel 
involved by atherosclerosis and possibly by 

tial occlusion of the vessel by an organized 
thrombus. Their present concept of the patho- 
genesis of attacks is that a thrombus begins to 
form on an area of diseased endothelium, 
reaches a size sufficient to produce enough 
alteration in blood flow to cause symptoms, 
breaks from its source, fragments and is car- 
ried away; or the newly formed clot becomes 
dislodged before symptoms occur, travels to a 
place where vessels branch, lodges for a few 
minutes (symptoms produced) and then frag- 
ments and is carried away. This concept tends 
to explain the rapid onset and short duration 
of the attacks, their constancy, the absence of 
residual neurologic signs, and the cessation of 
attacks during adequate anticoagulant action. 
It is apparent that the exact mechanism to 
explain the intermittency of symptoms is still 
not completely clear and probably is a result 
of an interplay of a number of variable factors 
which include the degree and extent of ather- 
osclerosis, local and systemic blood pressure, 
cardiac disease, perhaps vasospasm, blood vis- 
cosity, and the degree of a tendency for the 
blood to clot and to form a thrombus. Regard- 
less of the mechanism, at present, it seems that 
the basic defect in such instances is an insuffi- 
cient circulation which is fixed at such a level 
that there ensues a cyclic progressive anoxic 
debt within the involved cerebral tissue. 

That atherosclerosis is by far the most im- 
portant underlying pathologic process in the 
involved arterial systems is reflected by the 
finding of Millikan and Siekert® of severe 
atherosclerosis in 24 of the 28 patients who, 
at autopsy, were found to have basilar artery 
thrombosis; 2 had syphilitic arteritis; the 
remaining 2 having minimal atherosclerosis. 
Nineteen of the 28 patients had hypertension; 
diabetes was present in 3 patients. Further- 
more, in this same series, the age incidence 
ranged from 46 to 84 years with males pre- 
dominating two to one. The average age was 
63 years and approximately two thirds of 
them were between 50 and 70 years of age. 

Therapy in these syndromes has included a 
variety of agents aimed at either vasodilata- 
ton, prevention of thrombosis, or the creation 
of new channels, i.e., carbon dioxide inhala- 
lions, papaverine, dioxylline phosphate, super- 
lor cervical ganglionectomy, reconstruction of 
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the involved artery, thrombectomy, thrombo- 
endarterectomy, side-to-side anastomosis be- 
tween the external and internal carotid arter- 
ies, resection of the occluded portion of the 
carotid artery and end-to-end anastomosis, re- 
placement with a venous graft, internal- 
external carotid anastomosis, homograft, and 
by-pass grafts of Nylon or Dacron. 

While others had employed anticoagulant 
drugs in basilar artery disease!5 before; Milli- 
kan, Siekert and Shick® were the first to re- 
port further on their effectiveness in relieving 
the sharply episodic attacks of intermittent in- 
sufficiency of the internal carotid arterial sys- 
tem. Prior to their report, the literature con- 
cerning the use of anticoagulants in the treat- 
ment of disease of the carotid artery had been 
limited to situations in which complete occlu- 
sion of the vessel had already occurred.’ 
Millikan and associates reasoned that the na- 
ture of the syndromes of intermittent insuf- 
ficiency of the basilar arterial system and in- 
termittent insufficiency of the internal carotid 
arterial system made it unlikely that intra- 
cranial bleeding has taken place and that a 
trial of anticoagulant drugs would be reason- 
ably safe. The apparent seriousness of the syn- 
dromes warranting a trial on anticoagulant 
therapy is reflected by their reference to a 
group of 107 patients with irreversible verte- 
bral-basilar artery thromboses who had a mor- 
tality rate of only 8% on anticoagulant ther- 
apy, as compared with a rate of 50% in 31 
similar patients who did not receive anticoag- 
ulants; and a group of 31 patients with active- 
ly advancing carotid artery thrombosis which 
went on to hemiplegia in only 6% of the cases, 
as compared with 35% of 17 similar patients 
who did not receive anticoagulants. In the 
absence of accepted contraindications, antico- 
agulant drugs were administered to 179 pa- 
tients with the two syndromes mentioned 
above; in 94 the basilar artery was implicated 
and in 85 the internal carotid was involved. 
The attacks promptly abated in 90 of the pa- 
tients with basilar artery insufficiency and in 
82 of those with internal carotid artery insuf- 
ficiency after effective anticoagulant levels 
were obtained. It was, therefore, believed that 
these drugs were a prime factor in stopping 
the episodes.11 They concluded that, since the 
periodic attacks often precede thrombosis of 
the main arteries and progression appears to 
be thwarted by anticoagulant drugs, it might 
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be inferred that cerebral damage is prevented. 
They warn, however, that it is “too early to 
compare a ‘control’ series, for the length of 
time patients have suffered from these epi- 
sodes has varied a great deal.” Furthermore, 
some patients have had such spells for several 
years without apparent progression in their 
disease, while others have died after only a 
few attacks. 


Obviously, further study must be applied to 
the treatment of these syndromes with anti- 
coagulant drugs before a final conclusion can 
be made about their usefulness. This would 
include meticulous diagnosis to avoid treating 
other lesions which may mimic these syn- 
dromes. Anticoagulant agents should not be 
used when the presence of intracerebral or 
extra-cerebral bleeding is suspected. They are 
of no benefit when the neurologic lesions are 
complete. Complete lesions refer to instances 
in which absence of function of a system 
(motor, visual, speech or others) exists, imply- 
ing that destruction at the particular anatomic 
site is complete. For example, patients with 
complete loss of motor power in half of the 
body, complete loss of vision in a homony- 
mous field, or similar signs would not be ben- 
efited by anticoagulant therapy.1! Certain 
items influence the decision to use anticoagu- 
lant drugs in the syndromes mentioned. If the 
attacks are definitely increasing in either fre- 
quency or severity, anticoagulant drugs should 
be used even though some minor residual 
neurologic defect is detected. The employ- 
ment of these drugs for a single episode, after 
which the patient has returned to normal, 
might be debatable. In patients with evidence 
of intermittent insufficiency of the basilar 
artery system anticoagulant therapy should be 
administered on an emergency basis for two 
reasons: (1) the mortality rate in such patients 
is high, and (2) the disease is rapidly progres- 
sive. In each case the general contraindications 
to anticoagulant therapy, both absolute and 
relative, must be considered. Usually treat- 
ment is recommended for an indefinite period 
since discontinuance of the anticoagulant 
drugs in such patients in several instances has 
been associated with rapid progression of the 
disease;!° however, in some patients the drugs 
have been stopped after 6 to 12 months with 
no untoward effects. Great care is needed in 
making the decision to stop use of the drugs 
and full plans should be made for emergency 


reinstitution of anticoagulant treatment, 
should recurrent symptoms develop. 


Conclusions 


The syndromes of intermittent insufficiency 
of the basilar arterial system and the internal 
carotid artery system are characterized by epi- 
sodic attacks of transient neurologic symptoms 
and signs dependent upon the system involved 
and the areas of the central nervous system 
supplied by the basilar artery and internal 
carotid artery, respectively. In the syndrome 
of intermittent insufficiency of the basilar 
arterial system, the most common manifesta. 
tions are transient episodes of frequently alter. 
nating weakness of the limbs, dimness of 
vision, diplopia, dysarthria, vertigo, numbnes 
and confusion in the various combinations, 

The syndrome of intermittent insufficiency 
of the carotid arterial system consists of tran- 
sient episodes of unilateral impairment of 
motor and/or sensory function, often associ- 
ated with involvement of vision homolateral 
to the affected artery and a disorder of speech, 
frequently aphasia if the dominant hemi 
sphere is involved. Decrease in the retinal 
arterial blood pressure and in the pulsation of 
the common or internal carotid artery may be 
present. 

At present, treatment with anticoagulant 
drugs appears to be more effective in limiting 
the extension of neurologic deficits and pre 
venting’ further attacks of vascular insuffi- 
ciency than any other agents. The optimum 
duration of such treatment is not known, al- 
though long-term anticoagulant therapy over 
a period of several years would appear to be 
advisable, with continuous vigilance to main- 
tain the anticoagulant action within a safe but 
effective range. This requires full cooperation 
of the patient, adequate experience of the 
physician with the use of such drugs and the 
availability of suitable laboratory assistance. 
In each case the general contraindications 0 
anticoagulant therapy, both absolute and rela- 
tive, must be considered. 
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The Role of the Alveolar Lining 
Cells in Reaction to Lung Injury: 


ROBERT JOSEPH PEACE, M.D.,t Atlanta, Ga. 


In recent years pathologists have called attention to changes in the alveolar cell, especially 
with the changing picture of the pneumonias, which might end as alveolar cell carcinoma. The 
author has considered the embryologic aspects of the alveolar cell, and believes its role in the 


pathologic picture is secondary to hypoxia. 


THE ALVEOLAR LINING CELL is involved in a 
wide variety of reactions to the forms of lung 
injury directly affecting the cells of the vascu- 
lar and mesenchymal structures of the septal 
wall. Furthermore, it is related to those struc- 
tures which, during the course of their devel- 
opment, may develop occlusion of alveolar 
surfaces by aspirated material or by protein- 
rich fluid exudate. Characteristically encoun- 
tered in viral pneumonias, the reaction of the 
alveolar cell may, in fact, be a part of all 
forms of interstitial inflammation and fibrosis 
of the lung, as well as of acute and chronic 
pneumonias due to bacterial, chemical or 
mechanical injury, and even simple chronic 
congestive hyperemia of the lung.!:? Though 
relatively frequent in routine necropsy mate- 
rial, the significance of this reaction is under- 
stood poorly, often is overlooked or ignored, 
and has rarely been mentioned in the English 
pathology literature. This is true despite the 
fact that anatomists and embryologists have 
considered it in supporting arguments vari- 
ously for and against the theory of epithelial 
lining of the alveolar spaces. 

It is my purpose to direct attention to the 
role the alveolar lining cell plays in the reac- 
tion to injury of the lung, by reviewing the 
embryogenesis of the cell, distinguishing it 
from the septal histiocyte and describing the 
form of reaction in which it plays a part. 


Fetal Development of the Lung and the Fine 
Structure of the Alveolus, With Particular 
Reference to the Alveolar Lining Cell 

Toward the end of the fifth month of fetal 
life, the epithelium of the terminal bronchi- 


*Read before the Section on Path , Southern Medical 
Annual Meeting, Atlanta, Ga., Novem- 


+From the Department of Pathology, Grady Memorial Hos- 
pital, Atlanta, Ga. i 
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olar vesicles expands to develop the alveolar 
spaces. The walls of the newly made spaces are 
made up of tiny capillary blood vessels sup. 
ported in an elastic mesh frame of fibroblasts 
and reticulum fibers disposed in a honey. 
comb-like structure and containing free histio- 
cytes. The alveolar lining is erratic, discon. 
tinuous though connected with the bronchi- 
olar epithelium, and if formed by a scanty and 
loosely knit web of epithelial cells plastered 
against the alveolar wallwork. Through the 
wide gaps in the littoral web, naked capil- 
laries and stromal parts are given maximal 
exposure to the alveolar lumen. Lining cells 
are at first of low cuboidal or flattened poly. 
gonal shape, but with growth and expansion 
of the alveolar space they are so stretched and 
thinned out that they are seldom demon 
strable in normal postnatal life except in 
angles of the spaces or by special methods 
such as electron microscopy. As we have seen, 
by their relation to the terminal bronchiolar 
epithelium, alveolar lining cells are entoder- 
mal in origin and maintain the characteristics 
of epithelium throughout life. 

At this point it is important to my purposes 
to make a distinction between alveolar lining 
cells and septal histiocytes, for under patho 
logic conditions in postnatal life they are of 
somewhat similar morphologic characteristic 
and so are easily confused. Septal histiocytes 
belong to the group of so-called “resting 
wandering” mesenchymal cells that are ut 
differentiated and capable of responding in 
several ways to the stimulus of injury; they 
appear in the alveolar stroma early in the 
course of structural differentiation of the lung 
and are often in close apposition to the alve 
olar lumen and its lining cells. Fairly large, 
and with oval vesicular nuclei and abundant 
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clear or “ground-glass” cytoplasm, they com- 
monly respond to injury by rapid mobiliza- 
tion and the assumption of phagocytic powers; 
like macrophages elsewhere they are capable 
of migrating and often cross over into the 
lumen, and form multinucleated giant cells. 
The response of the septal histiocyte often 
parallels, both temporally and quantitatively, 
the proliferative response of alveolar lining 
cells, adding to the confusion between the two 
elements. 


General Pathology of Alveolar Lining Cells 


The most common response of alveolar lin- 
ing cells is that of patchy proliferation in 
response to inflammatory infiltration and 
fibrosis of interstitial tissues, or to delayed 
organization of intra-alveolar exudate in un- 
resolved pneumonia. With continued injury 
the flattened polygonal cells proliferate to 
form a more or less continuous surface invest- 
ment; occasionally the proliferation is diffuse- 
ly hyperplastic and characterized by bizarre 
cell forms, particularly in viral pneumonias 
where there is focal parenchymal necrosis and 
altered growth due to cellular parasitization. 
Carrying this one step further, hyperplasia 
may under some circumstances go to the point 
of precancerous metaplasia as in pulmonary 
adenomatosis, or neoplasia as in multicentric 
alveolar cell adenocarcinoma.’ 

Whether or not pathologic alveolar lining 
cells are capable of phagocytic activity is a 
much debated question, largely because of 
confusion and failure to distinguish between 
alveolar cells and septal histiocytes. In studies 
involving electron microscopy of the mouse 
lung insufflated with particles of thorium 
trioxide, it has been shown conclusively that 
alveolar lining cells after a few minutes are 
not phagocytic at all, but that this function is 
handled exclusively by septal histiocytes.‘ 
Even so, I believe that pathologic lining cells 
do phagocytose leukocytes, cellular debris and 
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pigment just as do other pathologic epithelial 
cells, but only under the very special condi- 
tions of prolonged chronic inflammation, con- 
gestive hyperemia, and intra-alveolar exudate 
of some duration. 

Proliferative alveolar cell reactions are seen 
in long standing congestive hyperemia, in in- 
terstitial inflammation and septal fibrosis due 
to forms of viral, rickettsial or x-irradiation 
injury, in primary alveolar inflammation due 
to bacterial pneumonia, aspiration, or inhala- 
tion of toxic gases. In all of these conditions, 
before the alveolar cell reaction develops there 
must first be some barrier interposed between 
lumen and septal capillary bed, a barrier 
which interferes with the primary alveolar 
respiratory function of oxygen exchange. This 
barrier may be on the surface, or more com- 
monly in the septum itself; it may be in the 
form of a functional block as in the vascular 
stasis of chronic congestive hyperemia, or an 
anatomic block as in hyaline membrane for- 
mation due to inhalation of toxic gases or in 
diffuse interstitial fibrosis of x-irradiation in- 
jury of lung. Actual proliferation of alveolar 
cells seems to be completely dependent upon 
the prior establishment of this barrier, except 
perhaps in the case of viral pneumonia with 
its added element of altered cell growth. Be- 
cause of this relation I regard the role of the 
alveolar cell as passive, probably nonspecific 
and related only to hypoxia, the result of arti- 
ficial isolation of the septal capillary bed by 
inflammatory reaction or exudate. 
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Surgery of the Inferior Oblique 
Muscle Following Complications 
of Operation on the Lateral 


Rectus Muscle’ 


GEORGE S. ELLIS, M.D., and GEORGE M. HAIK, M.D.,t New Orleans, La. 


On occasion, one finds a postoperative verti- 
cal deviation following operation on the 
lateral rectus muscle for a purely horizontal 
strabismus. This disturbing complication can 
be explained by several theories. 

(1) The most common theory is that per- 
haps the vertical deviation had been present 
but undiagnosed prior to the operation. Pos- 
sibly a small vertical deviation had been 
recognized but inaccurately diagnosed. 

(2) Another theory or supposition is that 
the lateral rectus muscle was not sutured to 
the sclera parallel to the original insertion. 
This could occur in a patient who developed 
choking, vomiting, or respiratory arrest while 
under general anesthesia, forcing the surgeon 
to finish the procedure with great haste. 

(3) Another possibility is that one of the 
two muscle sutures had slipped or pulled out 
of the sclera, permitting an uneven pull by 
the lateral rectus muscle and creating a ver- 
tical deviation. 

(4) The more likely possibility is that the 
inferior oblique may have been unknowingly 
displaced in one of several ways during the 
operation on the lateral rectus. 

In this paper we will discuss this last pos- 
sibility and present a case illustrating one of 
the complicating injuries to the inferior ob- 
lique muscle. 


*Read before the Section on Ophthalmology and Otolaryn- 
golosy. Southern Medical Association, Fifty-Third Annual 
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Anatomical Considerations 


The more fully to appreciate the mecha- 
nism of this complication, a short review of 
the anatomy of the insertion of the inferior 
oblique muscle may be necessary. 

The distance from the anterior end of the 
insertion of the inferior oblique to the lower 
end of the insertion of the lateral rectus ten- 
don varies from 8 to 11 mm. and averages 
about 9.5 mm. The measurements of the 
distance between the lower end of the inser- 
tion of the lateral rectus and the horizontal 
level of the anterior end of the insertion of 
the inferior oblique varies from 0 to 3 mm. 
and averages 2 mm. The anterior tip of the 
inferior oblique averages 2 mm. posterior to 
the equator of the globe and the posterior 
end averages 4.2 mm. from the optic nerve. 
This places the insertion of the inferior ob- 
lique in the lateral and inferior quadrant 
of the posterior hemisphere, deep to the 
lateral rectus muscle where adequate exposure 
becomes a difficult problem. The inferior ob- 
lique’s fascial sheath fuses with the fascial 
sheath of the lateral rectus muscle where 
these two muscles are in contact with each 
other. This fusion of the sheaths varies im 
degree and it is not unusual to find a firm 
union between these two muscles because of 
an increased fascial development.t This is of 
practical importance in understanding some 
of the injuries which may occur to the it 
ferior oblique muscle during operation on 
the lateral muscles. 


During the procedure of recessing the lat- 
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eral rectus muscle the surgeon usually cuts 
the lateral check ligament and the inter- 
muscular membranes to accomplish a more 
effective recession. An infrequent injury to 
the inferior oblique is partial or complete 
myotomy during the procedure of cutting the 
intermuscular membrane between the lateral 
and inferior rectus muscles. This accidental 
myotomy may not be discovered at the op- 
eration. At times it is not detected clinically 
until a rather marked secondary contraction 
of its antagonist, the superior oblique, has 
developed. The patient will present the clini- 
cal picture of hypotropia of the eye which 
had been operated upon. To avoid this type 
of injury to the inferior oblique, the surgeon 
needs to be aware of the possibility of this 
accident and have good visualization of the 
tissues during the procedure of cutting the 
intermuscular septa. He must also be careful 
not to engage the inferior oblique muscle or 
portions of it in the muscle hook during the 
procedure of engaging the lateral rectus on 
a muscle hook. 

Late repair of a severed or injured inferior 
oblique is difficult. If the muscle can be well 
identified at operation, suturing the muscle 
near its original insertion may be partially 
successful. In the presence of a secondary con- 
traction of the superior oblique, a superior 
oblique tenotomy may be required.? 


When the patient has an esotropia, the 
surgeon may elect to do a resection of the 
lateral rectus muscle alone or to combine it 
with a recession of the medial rectus muscle. 
The resection of the lateral rectus muscle is 
more effective if the check ligament and the 
intermuscular membranes are disturbed to a 
minimum. The fascial sheath and Tenon’s 
capsule are resected with the tendon of the 
lateral rectus muscle. The tendon of the 
lateral rectus muscle averages 9 mm. in 
length and inserts into the sclera at an aver- 
age of about 9.5 mm. anterior to the anterior 
border of the inferior oblique. When the 
fusion of the fascial sheaths of these two 
muscles is firm and thickened, the inferior 
oblique or its fascia may be included in the 
sutures or muscle clamp during the lateral 
rectus resection. A 6 mm. resection of the 
lateral rectus tendon may be close enough to 
the fascial fusion to put the inferior oblique 
muscle on a stretch anteriorly. Certainly any 
amount of more than a 9 mm. resection of 
the lateral tendon will be over the inferior 
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oblique muscle itself and may cause a partial 
tuck or a change in its line of action. This 
would simulate a shortened inferior oblique 
with its insertion moved anteriorly toward 
the original lateral rectus insertion in the 
sclera. 


To avoid hooking the inferior oblique dur- 
ing the procedure of engaging the lateral 
rectus muscle on a muscle hook, the surgeon 
should pass the hook deep to the lateral 
rectus from its superior margin so that the 
hook will pass superficial instead of deep 
to the inferior oblique. After the lateral rectus 
has been detached from its insertion, a direct 
inspection of its scleral surface as a final 
check will reveal whether or not portions of 
the inferior oblique muscle are caught in the 
muscle clamp or sutures. Release of the in- 
ferior oblique that has been inadvertently 
caught is all that is necessary to avoid any 
noticeable after effect of the injury. If the 
condition is not recognized during the opera- 
tion, the patient will present the clinical pic- 
ture of hypertropia of the operated eye. Late 
repair of this complication consists of oper- 
ating again and releasing the inferior ob- 
lique and its fascia from the sutured site of 
the lateral rectus muscle. In addition, a par- 
tial myotomy of the inferior oblique may be 
required. The operation for the relief of this 
complication will necessarily weaken the pre- 
vious resection of the lateral rectus, since 
some of its fascial sheaths have to be sec- 
tioned for visualization of the inferior ob- 
lique. In again operating upon the eye it may 
be difficult to identify the tissues and the 
lateral rectus muscle may have to be removed 
from the sclera. Thus, the final result of the 
lateral rectus resection will be less than was 
originally desired. 


Case Report 


The following case is presented to illustrate 
this latter complication: 


H. M., age 22, was admitted to the Charity Hos- 
pital eye clinic for esotropia. The history indicated 
that the esotropia had been present since infancy. 
His visual acuity was 20/20 in each eye and his re- 
fractive error was as follows: O. D. — 0.25; O. S. 
+ 1.00. 


He was given glasses for this refraction and continued 
to have a visual acuity of 20/20 in each eye. He pre- 
ferred his right eye for fixation for both distance 
and near, but alternated on command. Deep suppres- 
sion was present and the patient was not able to 
fuse. He had a normal after-image response. The 
esotropic deviation was the same with and without 
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glasses, but greater when the right eye was fixing. 
While fixing with the right eye he had a 70 prism 
diopters esotropia and no left hypertropia. When the 
left eye fixated, he had 45 prism diopters esotropia 
and no hypertropia. The duction and version studies 
indicated a weakness of lateral rotation in each eye. 
The medial recti were strong and the NPC was 40 
mm. 

Because of the deep alternate suppression and the 
difference in the amount of deviation when the alter- 
nate eye was fixating, it was thought the patient 
should have an operation only for cosmetic reasons. 
A bilateral resection of both lateral muscles was per- 
formed by the ophthalmology resident as the first 
stage of a two stage operation; a 9 mm. resection of 
the left lateral rectus and a 6 mm. resection of the 
right lateral rectus muscles were done. The post- 
operative course was uneventful until the 5th week 
when the measurements showed a residual 35 prism 
diopters esotropia and left hypertropia of 8 prism 
diopters. 

At the end of the 5th postoperative month, the 
patient could alternate fixation on command and 
had a visual acuity of 20/20 in each eye. The studies 
of rotations revealed a markedly over-acting left in- 
ferior oblique muscle. In the primary position he 
had a 35 prism diopters esotropia with a 17 prism 
diopters left hypertropia. The hypertropia increased 
to 25 prism diopters in the upper fields of gaze. 
A complication involving the left inferior oblique 
muscle was suspected and the second s of the 
operation was performed on the left eye. The left 
medial rectus muscle was recessed 4 mm. Exploration 
of the left lateral rectus muscle revealed that the left 
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inferior oblique muscle with its fascia was adherent 
to the sclera and the lateral rectus muscle at ity 
insertion. 

The lateral rectus muscle had to be removed from 
the sclera so the inferior oblique could be dissectey 
free. Bleeding was excessive from both muscles as the 
fascial sheaths were separated. A partial myotomy of 
the inferior oblique was performed which included 
about 34 of its width near its insertion. The later) 
rectus muscle was resected 4 mm. more to compensate 
for the second operation. The patient had the mod. 
erately severe amount of postoperative reaction that 
is usually seen in the subsequent operations. He had 
a good cosmetic result with a residual esotropia of 
10 prism diopters and a left hypertropia of 2 prim 
diopters. 

Summary 


We have reviewed the complications of 
operations on the lateral rectus muscles which 
may involve the inferior oblique muscle. The 
simple precautions that may be taken to avoid 
these complications have been pointed out. 
The complications are easily corrected at the 
time of operation if they are recognized. Late 
repair of the complication may require an 
unplanned operation which, at best, may be 
difficult. 
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The Use of Promazine and 
Levallorphan to Improve 
Obstetric Sedation 


EUGENE L. GRIFFIN, M.D., and J. EDWIN CLEMENT, M.D.,t Atlanta, Ga. 


The authors have used a “tranquilizer” with a narcotic antagonist in an effort to get amnesia and 
relaxation during labor with no ill effects to either child or mother. 


DuRING THE PAST DECADE many new drugs 
have been introduced. Certain ones have 
seemed particularly useful to the obstetrician 
in obtaining more satisfactory relief from 
labor pains with maximum safety for both 
mother and fetus. 

We became especially interested in two of 
the new groups of drugs. The first, the tran- 
quilizers, tend to allay apprehension and to 
potentiate the pain relieving effects of nar- 
cotics. Promazine,* a phenothiazine, ap- 
peared to be especially effective in this re- 
gard. Though the psychiatrists have used it 
particularly,1 it has also been used in ob- 
stetrics by Sprague,? Kuntze and Sison,® 
Sippel,* Bolton and Benson‘ and others. Our 
preliminary trials with this drug in con. 
junction with meperidine and scopolamine 
were so encouraging that this study of a 
larger group of patients was begun. 

Eckenhoff and associates*?7 and Cappe and 
co-workers showed that the narcotic an- 
tagonists act as a safety factor against the 
respiratory depression induced in the fetus 
by narcotics given the parturient mother for 
the relief of labor pains. One of these, 
levallorphan,** seemed especially useful as a 
narcotic antagonist because of its relative 
safety and ease of administration. This was 
the second drug we desired to investigate. 

_ We thus planned a study in which proma- 
zine and levallorphan were added to meperi- 
dine and scopolamine for obstetric sedation, 
hoping to obtain not only more satisfactory 


tFrom the Department vf Obstetrics and Gynecology, 
Long Hospital, Division of Emory University, 


*Promazine supplied as Sparine, Wyeth Laboratories, Inc. 
**Lorfan, Hoffman-LaRoche, Inc. 


relief from pain but also a safer labor for 
mother and fetus. 


Materials and Methods 


The study included 236 consecutive private 
patients over a period of 24 months. Seventy- 
seven were primigravidas and 159 were 
multiparas. The cases were not selected. All 
patients were given 25 mg. of promazine in- 
tramuscularly when labor was established, or 
immediately upon entering the labor suite if 
in labor. At 3 to 4 cm. of cervical dilatation, 
50 mg. of meperidine, 0.32 mg. of scopolamine 
and 0.5 mg. of levallorphan were mixed in 
one syringe and given intravenously. At the 
same time 25 mg. of promazine were given 
intramuscularly. The medication was re- 
peated in toto or in part when necessary as 
labor progressed. The effect of the medica- 
tion was evaluated objectively by the phy- 
sician during labor, and on the first post- 
partum day a detailed subjective evaluation 
of the labor by the patient was recorded. The 
infants were scored one minute after birth 
according to the method of Apgar.® All de- 
liveries were by the vaginal route. (Cesarean 
sections were excluded since they were elec- 
tive repeat sections in all instances.) The 
average length of labor in the primigravidas 
was eight hours and in multiparas was six 
hours. Eleven infants weighed less than 2,500 
Gm. giving an over-all prematurity rate of 4.7 
per cent. The largest infant weighed 5,018 
Gm., the smallest 1,389 Gm. There were two 
neonatal deaths. One was an anencephalic 
monster; the other infant had a large ompha- 
locele and died at 36 hours. The uncorrected 
perinatal mortality rate was 0.85 per cent. 
There were three sets of twins. The follow- 
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TABLE 1 
ANALGESIA REQUIRED 
Meperidine (1.V.) Scopolamine (I.V. Promazine (1.M.) 
Amt. (mg.) % Amt. (mg.) Amt. (mg.) 
Primigravidas 150 2.6 1.0 2.6 75 12 
77 125 5.2 0.8 5.2 67.5 12 
100 78.0 0.65 78.0 50 80.5 
75 13.0 0.42 13.0 37.5 12 
50 12 0.32 12 25 15.9 
Multiparas 150 0 1.0 0 75 138 
159 125 2.5 0.8 2.5 67.5 0.6 
100 82.5 0.65 82.5 50 83.0 
75 11.8 0.42 11.8 37.5 13 
50 37.7 0.32 37.7 25 13.8 


ing maternal complications occurred on the 
series: mild preeclampsia in seven, mild 
abruptio placentae in three, ruptured mar- 
ginal sinus in two, rheumatic heart disease in 
three, and previous cesarean section in one. 


Results 


Analgesia Required. Seventy-eight per 
cent of primigravidas and 82.5% of mul- 
tiparas received 100 mg. of meperidine and 
0.65 mg. of scopolamine (Table 1). Eighty per 
cent of primigravidas and 83% of multiparas 
received 50 mg. of promazine. Total in- 
travenous doses of meperidine and scopola- 
mine given during labor varied from 50 mg. 
and 0.32 mg. to 150 mg. and 0.9 mg., respec- 
tively. Intramuscular doses of promazine 
varied from 25 to 75 mg. The patient’s blood 
pressure was recorded prior to the adminis- 
tration of each dose of promazine and the 
drug was not given if it was less than 100/70. 

Anesthesia and Mechanisms of Delivery. 
Anesthesia for delivery was routinely pu- 
dendal nerve block; if the vertex was crown- 
ing, perineal infiltration was substituted 
using 1.2% lidocaine (Table 2). In the entire 
series, 80% of patients were delivered by 
regional anesthesia with or without pento- 
barbital. The barbiturate, when given, was 
injected slowly intravenously in doses of 60 


to 120 mg. as the infant was being delivered. 
Nineteen per cent, or 44 patients, were de 
livered under general anesthesia, which con- 
sisted of nitrous oxide-oxygen, with or with- 
out ether. Of the entire series, 92% of the 
spontaneous and 67% of the low forceps de. 
liveries were accomplished without general 
anesthesia. The principal indications for 
general anesthesia were three multiple de 
liveries and breech assists. 

Evaluation of the Effect of Medication, 
Each patient was graded as excellent, good, 
fair, or poor on the basis of pain relief and 
relaxation during labor. The effects of medi- 
cation were determined by both the phy- 
sician and the patient (Table 3). Eighty-six 
per cent were graded “excellant”; 8.1%, 
“good”; 4.2%, “fair”; and 1.7%, “poor.” The 
10 patients graded as “fair” were awake 
during most of the course of labor, com- 
plained of pain with contractions, but were 
relaxed between contractions. Amnesia was 
poor in almost all 14 patients graded as “fair” 
or “poor.” 

Medication Effect upon Infants. Fetal 
heart sounds were evaluated every 15 to 30 
minutes during labor. One infant showed 
fetal distress before delivery in one of the 
patients with a mild abruptio placentae; how- 


TABLE 2 
TYPES OF DELIVERIES AND ANESTHESIA USED 


Type No. 
Delivery Patients None 
Spontaneous 173 1.7% 
Low forceps 46 0 
Mid forceps 3 0 
Breech assists 11 0 
Twins 3 0 


Local and 
Pentobarbital Local Only General 
49.2% 41.6% 15% 
41.3% 26.1% $2.6% 
0 0 100% 
9.0% 0 91% 
0 0 100% 
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TABLE 3 


PATIENT AND PHYSICIAN EVALUATION OF 
MEDICATION EFFECT 


Evaluation 236 Cases Per Cent 
Excellent 2038 86.0 
Good 19 8.1 
Fair 10 42 
Poor 1.7 


ever, the fetal heart returned to normal with 
oxygen therapy and the infant was in excel- 
lent condition at birth. 

Infants were scored 0 to 10 one minute 
after delivery, according to the method of 
Apgar. On the basis of the reported high 
survival rate of infants scored 8, 9 and 10, 
and the high incidence of scores of 0, 1, 2, 3 
and 4 in neonatal deaths, our infants were 
divided into three groups (Table 4). While 
94.5% of all infants were scored 8, 9 and 10, 
4.2% were scored as 5, 6 or 7, and 1.3% as 
0, 1, 2, 3 or 4. Of the two neonatal deaths 
included, one (anencephalic) scored as “2” 
died after one hour, and one (term infant 
with large omphalocele) scored as “8” died 
after 36 hours. In the two normal infants 
scored “4” or less, laryngoscopy was done, 
intratracheal mucus was aspirated, and re- 
suscitation with intermittent positive pressure 
was carried out for a short time with good re- 
sponse in both cases. No infants scored over 
“4” required resuscitation. 

Discussion 

The use of local anesthesia, with or with- 
out intravenous barbiturate just prior to de- 
livery, was the anesthetic of choice in the ma- 
jority of patients in this study. This is the 
procedure most commonly used in the 
Crawford W. Long Hospital at present. One 
of us (E.L.G.) has reported upon the safety 
of this method.1%11 During 1957-58, 9,431 
patients were delivered in this hospital; 68% 
of these deliveries were managed under local 


TABLE 4 
APGAR SCORES OF INFANTS 


No. Cases Per Cent 
8-10 226 45 
5-7 10 42 
0-4 3 13 
Total 239° 100 


“Including three pairs of twin siblings 
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anesthesia. The fact that no maternal death 
due to anesthesia has occurred in this hospital 
since 1942, during which time over 76,000 
patients have been delivered, attests to the 
safety of this method in the hands of ex- 
perienced and cautious attending and house 
physicians. In most women delivered in the 
manner described, pentobarbital or other 
barbiturate must be administered at the time 
of delivery to obtain complete amnesia. 
However, 35% of our patients had sufficient 
anesthesia and relaxation so delivery under 
local anesthesia could be accomplished with- 
out barbiturates. 


Because of reports of transient hypotensive 
episodes following the use of promazine, if 
the initial level of blood pressure was below 
100/70, or if, at the proposed time of adminis- 
tration of the second dose of promazine, the 
pressure had dropped below this level, proma- 
zine was not given. Blood pressure levels were 
observed closely in every patient in this 
series, and in none did hypotension below 
100/70 occur. This drug regimen has been 
used rather extensively in this hospital on 
patients not included in this study; four 
hypotensive episodes have been observed fol- 
lowing promazine given during labor. Three 
of these were given 50 mg. of promazine 
intramuscularly after a normal blood pressure 
had been recorded upon admission; one re- 
ceived 25 mg. intramuscularly after an admis- 
sion blood pressure of 82/60. One of the 
patients required no treatment. Two were 
given mephentermine intramuscularly, while 
the other was given intravenous levarterenol. 
In each case the blood pressure returned to 
normal within a short time. To avoid hypo- 
tensive episodes during labor, we believe no 
patient with an initial labor blood pressure 
of less than 100/70 should be given proma- 
zine, and no patient with a blood pressure of 
100/70 after the initial dose of the drug 
should be given a second injection. Perhaps 
the use of 25 mg. doses accounts for the lack 
of this complication in our hands. 

One patient had choreo-athetoid move- 
ments of the hands 15 minutes after the ad- 
ministration of 25 mg. of promazine. These 
movements ceased within 20 minutes. Such 
neurotoxic symptoms have been more fre- 
quently reported with promethazine,'* but 
have also been noted with promazine.? 


Others have attempted to correlate post- 
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partum blood loss with the use of the pheno- 
thiazines.2 Three of our patients required 
transfusion. One of these patients was seen 
late in the course of pregnancy with an iron- 
deficiency anemia. Another had a mild 
abruptio placentae with blood loss at de- 
livery of 500 cc. A third patient had a post- 
partum hemorrhage one hour after delivery 
and was treated by tranfusion and other 
measures. All patients received 0.2 mg. of 
methylergonovine intravenously after com- 
pletion of the third stage of labor. It was 
impossible in this survey to correlate blood 
loss with the use of promazine. 

Levallorphan. To date, the use of leval- 
lorphan has been primarily limited in ob- 
stetrics to use after Levo-Dromoran, alpha- 
prodine and meperidine.4® Each patient in 
our study was given levallorphan intra- 
venously simultaneously with meperidine and 
scopolamine, in the proportion of 1 mg. of 
levallorphan to every 100 mg. of meperidine 
administered. The results were notable. Only 
two newborns required resuscitation; both of 
these did well. The analgesic effect of 
meperidine did not seem to be diminished 
when mixed with levallorphan. In 94.5% of 
newborns, the Apgar rating was 8, 9 or 10. 
The over-all uncorrected perinatal mortality 
rate of 0.85% demonstrates the safety of the 
method. It must be stated, however, that 
fetal respiratory depression caused by ether, 
nitrous oxide, cyclopropane or barbiturates 
is not prevented or corrected by levallorphan. 
Nor can the drug be given with impunity. 
When given alone or in doses greater than 
the proper amount relative to the dose of 
narcotic, it has been shown in itself to produce 
respiratory depression in infants. Success in 
use of levallorphan is dependent therefore 
upon proper dosage in selected patients. 


Conclusions 


1. Repeated small doses of promazine 
given intramuscularly to 236 patients in 
labor potentiated the analgesic and amnesic 
effects of intravenous meperidine and scopola- 
mine. Smaller doses of narcotic therefore 
provided a more satisfactory drug effect. 

2. Eighty per cent of patients were de- 
livered under local nerve block anesthesia. 

3. Evaluation of response to medication 
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by physician and patient revealed 86% ex. 
cellent results. 

4. Levallorphan when mixed and ad. 
ministered with each injection of meperidine 
in the ratio of 1:100, satisfactorily prevented 
respiratory depression in the infants. Thus, 
94.5% of newborns were scored 8, 9 and 10 
on the Apgar scale. Only the two normal 
infants scored “4” required resuscitation. 

5. One patient had choreo-athetoid move. 
ments for a short while after the adminis. 
tration of promazine. No other side reactions 
or toxic effects were observed. 


6. A brief report of complications from 
promazine noted among other patients not in 
this series is included. 


Summary 


Intramuscular promazine and intravenous 
meperidine, scopolamine and _levallorphan 
were given to 236 patients during labor. The 
promazine effectively potentiated the nar. 
cotic effects and objectively provided more 
satisfactory relaxation and relief of pain. 
Most patients were delivered under local 
anesthesia. Levallorphan successfully _pre- 
vented narcotic-induced respiratory depres- 
sion in the newborn. 
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Otitis Exter Na: Treatment with a New 


Topical Preparation 


RALPH ARNOLD, M.D., SENDER STOLOVE, M.D., 
HAROLD J. LEFKOFF, M.D., SIEDELL SOSS, M.D., 
and JOHN TURNER, M.D.,t Durham, N. C. 


Though the combination of drugs in general is poor pharmacy for excellent scientific reasons, this 
objection is not as valid in “shotgun” remedies used for topical application. 
The mixture described here seems to provide satisfactory results. 


THE SUCCESSFUL TREATMENT Of otitis externa 
requires the prompt eradication of the infec- 
tious process presented, as well as the relief of 
the associated pruritis and inflammation of 
the skin lining the external auditory canal. 
The combination in a single preparation, for 
local use, of an anti-inflammatory agent with 
agents active against the bacteria and fungi 
which cause or contribute to the acute inflam- 
mation present would appear to provide an 
efficient therapeutic approach to the problem. 

Excellent clinical response has been achieved 
in a number of cases of otitis externa treated 
with a topical preparation combining hydro- 
cortisone with neomycin! while a combination 
of hydrocortisone, neomycin and polymyxin 
has proved to be particularly effective against 
the mixed flora of chronic ear infections.” 


Recently, a new steroid-antibiotic prepara- 
tion designed especially for the topical treat- 
ment of infections of the ear, and designated 
as Florotic, has been introduced for clinical 
trial. This preparation combines fludro- 
cortisone with neomycin, polymyxin B and 
nystatin. Fludrocortisone is a corticosteroid 
with potent antipruritic and anti-inflamma- 
tory activity. The antibiotics, neomycin and 
polymyxin B, are effective against a wide 
range of gram-positive and gram-negative 
organisms5* while nystatin has antifungal 
activity.7.8 

Since July, 1958, Florotic has been routinely 
employed at this clinic as a topical agent in 
the treatment of outpatients who presented 
evidence of otitis externa. Excellent thera- 
peutic response was observed. The purpose of 


tFrom the Di 
Medical Center, Duke University 


this paper is to describe briefly the authors’ 
experience with Florotic at this clinic. 


Methods and Materials 


The Patients. A total of 87 patients com- 
prise this series. All were outpatients of the 
ear, nose, and throat clinic of Duke University 
Medical Center. They ranged in age from 5 
months to 64 years. The majority presented 
symptoms of infection or inflammation of the 
external auditory canal, such as tenderness, 
erythema, edema, pruritis and/or exudate 
from the ear. The symptoms had been present 
in most of the patients for a matter of days or 
weeks, though in some instances, they had per- 
sisted for months or years, while in a few cases 
the symptoms had recurred or persisted over 
periods varying from 10 to 30 years. Twenty- 
nine of the 87 patients had received treatment 
previously with a variety of topical prepara- 
tions without lasting benefit. 

The Drug. Florotic provides antipruritic 
and anti-inflammatory activity through its cor- 
ticosteroid component, fludrocortisone, while 
antibacterial action is furnished by the neo- 
mycin, polymyxin B and antifungal activity 
by nystatin. The combined preparation of 
steroid and antibiotics is supplied in pow- 
dered form together with aqueous glycerin 
(9.5% glycerin in water) as the diluent. 
When the powdered preparation is added to 
the aqueous diluent as directed, Florotic pro- 
vides, in each cc. of suspension, 1.0 mg. of 
fludrocortisone acetate, 3.5 mg. of neomycin 
base (as sulfate), 10,000 units of polymyxin 
B (as sulfate), and 100,000 units of nystatin. 

The Procedure. When the patient was first 
seen, examination was made and cultures ob- 
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TABLE 1 
CLINICAL RESPONSE TO FLOROTIC IN 73 PATIENTS" 


Condition Total No. Resp to Treat t 
Present of Patients Asymptomatic Improved Fair Poor Unimproved 
Otitis externa 60 38 12 2 3 5 
Otitis externa associated ; 
with otitis media 8 2 2° 2 2 0 
Otitis media 5 0 0 0 1 4 
Totals 73 40 14 


1. The original series included 87 patients, but 14 failed to return for re-examination after initial treatment so cannot be included 


in the table here. 
*The otitis externa cleared but the otitis media did not. 


tained from each affected ear. Whenever pos- 
sible, the ear was thoroughly cleaned of all 
epithelial debris, dead tissue and moisture. 
Two drops of Florotic were then instilled and 
the ear plugged with sterile cotton. The pa- 
tient was instructed to clean the ear once a 
day with a soft dry cloth or paper tissue, in- 
still two drops of Florotic twice a day for one 
week, and at the end of the week to report 
back to the clinic for re-examination. The 
clinical response was evaluated at re-examina- 
tion. Several patients with otitis externa who 
did not respond to treatment the first week 
were instructed to use the drops for a second 
week. 


Results 


Fourteen of the 87 patients included in this 
series did not report for re-examination and 
no evaluation could be made in these cases. 

The clinical results obtained with Florotic 
in the remaining 73 patients appear in table 
1, and the incidence and distribution of the 
microorganisms isolated from the cultures ob- 
tained when the patient was first seen are 
given in table 2. It is evident from table 1 
that Florotic gave excellent results in otitis 
externa. Thirty-eight of the 60 patients with 
uncomplicated otitis externa became asympto- 
matic and 12 showed moderate to marked 
improvement. Several of the patients who. did 
not improve after one week of therapy im- 
proved after 2 weeks of treatment. In 2 pa- 
tients, the response to treatment was only fair; 
in 3, it was poor. In the remaining 5 of the 60 
patients treatment failed. Eczematoid derma- 
titis of the external ear was evident in 2 of 
these 5 failures and a dry scaly erythema in a 
third. Pathogenic bacteria or fungi were re- 
covered in each case. In another patient who 
did not respond to treatment, subsequent 


biopsy of a growth in one ear revealed the 
presence of an eosinophilic granuloma, and 
x-ray therapy was prescribed. In a fifth case, 
symptoms of itching, irritation and drainage 
persisted after one week of treatment and 
Florotic was prescribed for another week, but 
the patient did not return for re-examination 
at the end of the second week. The remaining 
13 patients in this series presented evidence of 
otitis externa and/or otitis media when first 
seen. Only 2 of this group became asympto- 
matic; in the others, the otitis media respond- 
ed poorly to treatment although the accon- 
panying inflammation of the external ear 
improved in varying measure. Table 2 reveals 
that gram-negative and gram-positive bacteria 
were present in the majority of the cases and 
that fungi played an unimportant role in the 
etiology of the otitis externa. 

There was no evidence of toxicity in any 
case. In several cases (4 of 73), there was a 
large overgrowth of fungi, especially on the 


TABLE 2 
MICROORGANISMS ISOLATED IN 61 CASES 
No. of Patients 
Classification Organisms Isolated in Whom Present 
Bacteria 
Gram-negative Hemolytic coliform 2 
bacilli Coliforms 18 
Proteus sp. 10 
Pseudomonas 21 
Gram-positive 
bacilli Diphtheroid 1 
Gram-positive Staphylococcus albus 10 
cocci Staphylococcus aureus 5 
Staphylococcus aureus, 
non-hemolytic 1 
Streptococcus pyogenes 1 
Fungi 
Molds Aspergillus 2 
Penicillium 2 
Yeasts Candida albicans 4 
Unspecified 2 
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superior canal wall, following one week of 
therapy. 
Discussion 

On the basis of the results observed in this 
study it is apparent that Florotic is an excel- 
lent topical agent for the treatment of otitis 
externa. McLaurin®?° has outlined the funda- 
mental requirements of local treatment in this 
condition as follow: Treatment must be brief 
to avoid the sensitization of the patient. 
Treatment must be simple enough so the pa- 
tient can and will follow instructions pre- 
cisely. Finally, treatment must be specific to 
be effective against the etiologic organisms. 
Treatment with Florotic appears to fulfill 
each of these basic criteria, and in this limited 
series has proved to be a highly satisfactory 
therapeutic agent. For otitis media, however, 
other therapy is indicated, any discussion of 
which is beyond the scope of this paper. 


Summary and Conclusions 


A total of 87 patients with uncomplicated 
otitis externa or otitis externa associated with 
otitis media, has been treated with a new topi- 
cal agent designated as Florotic. Fourteen of 
the patients failed to report for re-examination 
and no evaluation of clinical results could be 
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made in these 14 patients. Fifty-four of the 
patients improved following one or two weeks 
of therapy, 40 becoming asymptomatic. Otitis 
media responded poorly to Florotic. There 
was no evidence of toxicity in any case. In 
several cases there was a large overgrowth of 
fungi, especially on the superior canal wall, 
following one week of therapy. 


On the basis of the results observed in this 
study, it is concluded that Florotic is an ex- 
cellent topical agent for the treatment of 
otitis externa. 
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The Southern Medical Journal 


The story of medicine is the story of man. 
Before recorded history, medicine was a part 
of the mystery, magic, and superstitions of 
antiquity. Later, as man recorded his prog- 
ress, the story was told by the use of hiero- 
glyphics, clay tablets, papyrus, and parch- 
ment. 

With the invention of printing, medicine’s 
story appeared in book-form, the precursor 
of medical journalism. 

With a few exceptions, medical journals 
may be said to be a twentieth century prod- 
uct. The journals of the nineteenth century 
experienced a very high mortality rate, due 
largely to lack of financial and scientific sup- 
port. Sound business management plus a 
plethora of scientific material have since es- 
tablished the medical journal as the most 
current and prolific contribution to the medi- 
cal literature. 


Today, unlike the nineteenth century, the 
physician is overwhelmed with the copious 
writings of his confreres. Truly, the problem 
of scarcity has become a problem of plenty— 
an editor’s blessing on the one hand and a 
bane on the other! 


Background 


During the first fifteen years of its history, 
the Association did not own a journal. Various 
publications were named the “official organ 
of publication” from time to time. The scien- 
tific papers of the Association’s first annual 
meeting in Birmingham (1907) were pre- 
sented in the Sections on Medicine, Surgery, 
and Ophthalmology, and the Medical Record 
of Shreveport was named the official organ 
of publication. 

In 1910, the Gulf States Journal of Medi- 
cine and Surgery which had recently merged 
with the Mobile Medical and Surgical Journal 
was selected as publisher. The Gulf States 
Journal then carried the additional title of 
Journal of the Southern Medical Association. 

The Southern Medical Journal, privately 
owned by a group of Nashville physicians, 
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was acquired by the owners of the Gulf States 
Journal in 1910 and the three publications 
were merged into one and published in Bir. 
mingham under the title of the Southem 
Medical Journal as a private enterprise. 


Journal Purchased by the Association 


The Southern Medical Association, with a 
membership of 6,328, purchased the Southem 
Medical Journal in 1921 and has published 
it since that date on a self-supporting finan. 
cial basis. 


Growth and Development 


With sound business and editorial manage. 
ment, the Journal has not only grown in size 
and financial stability; it has grown in scien- 
tific stature and influence. Its cumulative 
contribution to the medical literature paral 
lels and mirrors the growth and scientific 
development of medicine in the South. 


The Journal Today 


The Southern Medical Journal is a general 
monthly publication. Its contents are as 
broadly based as the practice of medicine 
and surgery. Articles in every field appear 
in its pages—appealing to general practitioner 
and specialist alike. 

A typical volume (twelve issues) will total 
nearly 3,000 pages, with 1,300 devoted to 
advertising and 1,700 of textual matter, pre 
ponderantly scientific. The scientific material 
will represent 300 articles which are authored 
or co-authored by some 400 physicians. 

The Journal has an attractive, modern for 
mat and a high degree of readability. Its 
mechanical adaptability permits the use of 
all modern printing procedures so necessaly 
to modern medical journalism. 


Sources of Articles 


Papers read before the twenty sections, get 
eral sessions, and symposia at annual meet 
ings become the property of the Association. 
The preponderance of these papers are a 
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cepted for publication in the Journal by the 
Editor and the Editorial Board. They con- 
stitute the Journal’s major source of scientific 
materials. 

Contributed papers submitted for publica- 
tion, assuming they are carefully prepared 
and well written, are invited. Such materials 
should (1) establish new findings, modes of 
practice or principles of management, (2) re- 
port results of well-advised research, or (3) 
present a comprehensive review of the litera- 
ture on a given subject not previously pub- 
lished. 

Forms of contributed literature may in- 
clude the formal paper, the case report, case 
reviews, clinical notes, clinicopathological 
conference reports, and even philosophical 
treatises. 

But, a word of caution. The physician who 
would add one liter to the seas of medical 
literature will do well to (1) know when and 
what to write, (2) familiarize himself with 


the editorial and mechanical requirements of 
the prospective publisher, (3) conform to ac- 
cepted literary standards of diction, structure, 
and sequence, and (4) write as meticulously 
as he practices—remembering that medical 
writing is highly competitive. 


The Purpose of the Journal 


The Southern Medical Journal qualifies as 
a publication medium for the best of current 
thought. No other publication in the South 
has made a greater contribution to the medi- 
cal literature. Listed in the Quarterly Cumu- 
lative Index Medicus, it has published the 
findings of more than 10,000 physician writers. 
Fifteen thousand copies are mailed monthly 
to physicians, hospitals, medical schools, and 
libraries throughout the United States and 
forty-two foreign countries with only ONE 
purpose—to help «doctors practice better 
medicine! 


V. O. F. 


SOUTHERN MEDICA 


Applications for certification in the American Board 
of Obstetrics and Gynecology, new and reopened, Part 
I, and requests for re-examination in Part II are now 
being accepted. Candidates are requested to write to 
the office of the Secretary, Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio, for a current 
Bulletin. Deadline for receipt of applications is 
Aug. 1, 1960. 

The First Congress of the Asia-Pacific Academy of 
Ophthalmology will be held in Manila, Philippines, 
Oct. 10-13, 1960, under the sponsorship of the 
Philippine Ophthalmological Society. Delegates from 
countries of the Asia-Pacific regions and guests from 
the Americas and Europe will participate. The main 
theme will be “Blinding Diseases of the Asia-Pacific 
Regions.” For further information write Dr. Jesus V. 
Tamesis, Executive Chairman, 42 Quezon Boulevard, 
Quezon City, Philippines. 


ALABAMA 


Dr. Emmett S. Frazer, Mobile, President of the Ala- 
bama Chapter of the American College of Surgeons, 
was elected an honorary member of the Alabama 
Academy of General Practice. 

_New President of the Shelby County Medical Asso- 
ciation is Dr. L. E. Kirkland, Montevallo. 

Dr. E E. Eddleman, Jr., Associate Professor of 
Medicine at the University of Alabama Medical Center, 


has been elected President of the Southern Section of 
the American Federation for Clinical Research. 

The Southern Society for Clinical Research has 
elected to membership the following members of the 
Department of Medicine of the University of Alabama 
Medical Center: Drs. Charles E. Butterworth, Jr., 
Walter B. Frommeyer, Jr., and Basil I. Hirschowitz. 
Dr. Thomas F. Paine, Jr., Professor and Chairman of 
the Department of Microbiology, was also elected to 
membership. 


DISTRICT OF COLUMBIA 


Officers of the International Medical Club of Wash- 
ington are Dr. Arthur A. Morris, President; Dr. 
Donald Stubbs, Vice-President; Dr. Robert Choisser, 
Secretary; and Dr. Oscar B. Hunter, Jr., Treasurer. 

The newly-organized Section on Physical Medicine 
and Rehabilitation has elected the following officers: 
Dr. Charles S. Wise, Chairman; Dr. Charles D. Shields, 
Vice-Chairman; Dr. Isadore Levin, Secretary; and Dr. 
Margaret M. Kenrick, Treasurer. 

Dr. Austin Smith, President of the Pharmaceutical 
Manufacturers Association, has appointed Dr. Robert 
J. Benford to his staff. Dr. Benford will be Director 
of Medical Relations for PMA. 

Dr. William P. Herbst has been awarded the St. 
George Medal and Citation, a national award of the 
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American Cancer Society, for outstanding service in 
cancer control. 


FLORIDA 


The University of Miami School of Medicine an- 
nounces a postgraduate course in Voice and Speech 
Disorders Related to Pathology, Trauma or Surgery 
of the Head and Neck under the direction of Dr. 
Nathaniel M. Levin, June 20-25, 1960. Government 
traineeships are available on application. Specialists 
and resident physicians in otolaryngology, in surgery 
of the head and neck and in physical medicine and 
rehabilitation and doctors in speech pathology and 
clinical psychology are eligible. The class is limited 
to 20. Apply to Dr. Homer F. Marsh, Dean, University 
of Miami School of Medicine, Coral Gables, Fla. 

The following Miami physicians have been in- 
ducted into the American College of Surgeons: Drs. 
Rufus K. Broadaway, James R. Chandler, Jr., Victor 
D. Dembrow, Harrien W. Gray, Hilbert A. P. Leinin- 
ger, William T. Mixson, Jr., James G. Robertson, 
Harold C. Spear, Robert L. Swink, Harold M. Unger 
and Leo H. Wilson, Jr. 


GEORGIA 


Dr. Perry P. Volpitto, Chairman of the Department 
of Anesthesiology at the Medical College of Georgia, 
has been chosen President-Elect of the Association of 
University Anesthesiologists. 

Dr. Claude H. Bennett of the Toccoa Clinic has 
been approved as a consultant in pediatrics to the 
Habersham County Hospital. Dr. Bennett also re- 
cently completed requirements of the American Board 
of Pediatrics and is now a certified specialist in 
pediatrics. 

Dr. Millard E. Winchester, district Public Health 
Director in Glynn, Camden, and McIntosh counties, 
has been given honorary life membership in the 
American Social Health Association. 


KENTUCKY 


Dr. Thomas K. Hepler has been appointed to the 
newly-created posts of pathologist and laboratory di- 
rector at Jennie Stuart Memorial Hospital, Hopkins- 
ville. He will also practice at Memorial Hospital, 
Clarksville, Tennessee. 

Dr. A. M. Lyon, Frankfort, Superintendent of the 
Kentucky Training Home, has been named health 
officer for Boyd County. 

Dr. H. G. Sargent, Barlow, has been appointed 
health officer for McCracken and Ballard counties. 
He will also serve as Director of the Paducah-Mc- 
Cracken County Clinic. 

Dr. Thomas S. Wallace, Jr., Louisville, is the new 
TB control officer of the Louisville-Jefferson County 
Health Department. 

Governor Bert Combs has reappointed Dr. Carl H. 
Fortune, Lexington, to his second term as a member 
of the State Board of Health. 

Two Lexington physicians are new members of the 
Kentucky State Medical Association. They are Drs. 
S. §. Shouse and J. B. Parker, Jr. 


MAY 199 


LOUISIANA 


The Radiological Society of Louisiana has chosen 
the following new officers: Dr. Meyer D. Teitelbaum, 
New Orleans, is President; Dr. Agrippa G. Robert, 
Baton Rouge, Vice-President; and Dr. Robyn Handy, 
New Orleans, Secretary-Treasurer. 

Drs. Charles M. Nice, Jr., and Meyer D. Teitelbaum, 
both of New Orleans, have been elected Fellows of the 
American College of Radiology. 

Officers of the DePaul Hospital in New Orleans 
include Dr. Robert G. Head, President; Dr. Rober 
C. Lancaster, Vice-President; and Dr. Arthur ¥, 
Blood, Secretary-Treasurer. 

Dr. Morris F. Shaffer, Professor and Chairman of 
the Department of Microbiology at Tulane School of 
Medicine, has been appointed Chairman of a new 
committee on microbiology training for the National 
Institutes of Health. 

Dr. William G. Thurman, Instructor in Pediatrig 
at Tulane School of Medicine, and a Markle Scholar, 
will visit Wayne State University for three months 
pursue special training in the biochemistry of blood. 


MARYLAND 


Dr. Frederick J. Balsam, Baltimore, has been ap 
pointed to the Department of Physical Medicine and 
Rehabilitation of the University of Maryland School 
of Medicine. 

Officers of the Carolina County Medical Society 
include: Dr. H. R. Trapnell, Federalsburg, President; 
Dr. Edwin G. Riley, Denton, Vice-President; and Dr. 
Charles H. Winnacott, Ridgely, Secretary-Treasurer, 

The following Frederick physicians are officers of 
the Frederick County Medical Society: Dr. T. EB 
Stone, President; Dr. J. M. Culler, President-Elect; 
Dr. Russell Guest, Secretary; and Dr. R. S. Turner, 
Treasurer. 


MISSOURI 


Dr. Grayson Carroll, General Chairman of the Loal 
Committees on Arrangements for Southern Medical 
Association’s St. Louis meeting, has been named Di- 
rector of the Urology Department at St. John’s Hospi- 
tal. Dr. William L. Tomlinson will direct the Surgery 
Department. 

Dr. Wendell G. Scott, St. Louis, is a new Chancellor 
of the American College of Radiology. 

Officers of Kansas City’s Research Hospital medical 
staff include Dr. Martin J. Mueller, President; Dr. 
Ellsworth H. Trowbridge, Jr., President-Elect; Dr. 
Donald A. Black, Secretary; Dr. G. Robert Rein- 
hardt, Treasurer; and Dr. Hector W. Benoit, Jr. 
member-at-large. 

Dr. Norman Asel is President of the Kansas City 
Dermatological Society. Dr. Gordon C. Sauer is Sec 
retary-Treasurer. 

Dr. Arch E. Spelman, Smithfield, is a Vice-President 
of the Kansas City Area Hospital Association. 

New members of the Missouri State Medical Aso 


Continued on page 66 
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APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association 
Saint Louis, Missouri 
October 31-November 3, 1960 


IMPORTANT: The Convention Reservation Bureau will make hotel assignments upon receipt of this official 
housing application provided that the application is properly filled out and all necessary information is given. 
In order that a fair distribution of accommodations can be made to the greatest ber of bers, all rooms will 
be assigned on a strictly “first come, first served” basis. 


INSTRUCTIONS: (A) Single rooms are limited in number. Please arrange to occupy double bedded or twin bed- 
rooms if possible. No block reservations will be made. 

(B) Be sure to indicate your arrival time in St. Louis. Reservations will be held only until 
6:00 p.m. of the day you indicate when you will arrive in St. Louis. Failure to notify the hotel of any last min- 
ute change in your arrival time may result in the cancellation of your reservation. : 

(C) Write the Convention Reservation Bureau, 911 Locust Street, St. Louis, if you wish to 
cancel the reservation or make any change in your reservation and NOT the hotel to which you were assigned. 
This will enable them to reassign rooms that have been cancelled. 

(D) If the hotels of your choice are unable to accept your reservation, the Convention Reser- 
vation Bureau will make as good a reservation as possible elsewhere provided that all hotel rooms available have 
not already been taken. 


2-Room Suite 


For two persons Parlor & 

Hotel For one person Double Bed Twin Beds 1 Bedroom 
5.50- 8.50 7.00- 10.00 8.50- 12.00 17.50 
7.50- 13.00 9.00- 14.00 13.00- 13.50 20.50- 35.00 
SHERATON-JEFFERSON .................... 8.50- 11.00 12.00- 14.50 13.85- 18.00 28.00- 49.00 
5.50- 8.00 8.50- 12.00 9.50- 12.00 


CONVENTION RESERVATION BUREAU 
SOUTHERN MEDICAL ASSOCIATION 
911 Locust Street, Room 406 

Saint Louis 1, Missouri 


Please reserve the following accommodations for the Southern Medical Association Meeting, October 31- 
November 3, 1960: 


Hotel Preference Kind of Accommodations Desired 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Reservations cannot be made in any hotel unless 
two names are given for each double bedded room or twin bedded room. If this information is not given on your 
original application, the Convention Reservation Bureau must send you a card asking that you submit two names. 
This means unnecessary delay and lessens the possibility of assignment to the hotel of your choice. 


Name of Occupant (s) Address 
(Please type or print) 


Individual Requesting Reservations 
(Please type or print) 
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THE HAZARDS OF SMOKING 


There has been considerable clinical study 
and research on the use of the various tobaccos 
in smoking, i.e., cigars, cigarettes and pipes, 
and in chewing, and their influence on the 
human organism. The tobacco companies 
have naturally had great interest in this 
subject, and have provided cigarettes with 
various types of filters which apparently keep 
the cigarette farther away from the mouth 
and filter out some of the carcinogenic agents. 
The studies have been going on long enough 
so we believe there is a general consensus 
among physicians that the evidence shows 
there is more carcinoma of the lungs found 
in those who smoke and inhale cigarette smoke 
than in those who do not smoke. There is a 
higher incidence of oral cancer in men than 
in women, and everything seems to point to 
the fact that the constant inhalation of any 
type of tobacco smoke seems to precede lung 
canicer. 

Many cigarette smokers have turned to pipe 
smoking. Although the number of cases of 
oral cancer has been reduced from 20 a year 
to about 12 a year in our dermatological 
office, it was believed that this reduction had 
been probably due to the popular “fad,” in 
the last 20 years, of smoking cigarettes which 
are not as injurious to the mouth as pipes. 
However, there is a trend now, especially 
among doctors and medical students, to go 
back to the “‘safe pipe,” which, however, is 
not true, since the pipe is one of the worst 
irritants of the oral cavity, first causing 
leukoplakia, then finally oral cancer. 

The death of a famous dermatologist was 
the result of “chain-smoking” a curved pipe 
which was always in his mouth, even during 
clinics and medical meetings. Upon medical 
examination of his oral cavity one day two 
years ago, it was found that almost one half 
of his tongue was already carcinomatous. 

It is an interesting fact that even though 
there is much opposition by most of us to 
accept that cigarettes cause lung cancer, in 
looking over a medical audience during a 
large meeting nowadays there are not more 
than 10 to 12% of the doctors smoking 


cigarettes, whereas formerly the room used to 
be fogged with smoke from about 90% 
smokers. This is proof to me that doctors are 
beginning to believe the figures. 


It is also suspected by many of the heart 
specialists that there is a higher incidence of 
coronary disease among those who smoke 
cigarettes than among those who do not, and 
anyone who has a history of coronary disease 
in the family and is worried about his heart 
should immediately stop all types of cigarette 
smoking. 

The dipping of snuff is a very old custom 
among the female population of the South, 
and each year in our office one or two cases 
are seen of advanced squamous cell, verrucous 
type carcinoma on the areas where the “cud” 
is held. This habit is probably the most dif- 
ficult one the physician must advise a patient 
to discontinue. I have been successful in only 
about 10% of the old women in getting them 
to stop dipping snuff. 


While we are successful in convincing many 
of both the older and younger physicians to 
stop smoking, there is a constant increase in 
the sales of cigarettes, especially among the 
younger group of both men and women. The 
women seem to be the greater offenders in 
chain-smoking, and I think it is well for 
physicians to begin to recommend, if not en- 
tirely stopping smoking, at least tempering 
the habit to only several cigarettes a day. 
Likewise, smokers should be encouraged to 
keep the cigarette in the fingers at all times 
and not to leave the hot cigarette on the ten- 
der mucous membranes of the lips or mouth. 
Many of us who treat oral cancers believe 
that the trauma from the heat of cigarettes 
and cigars is as much a carcinogenic agent as 
the tobacco smoke. 

Joun H. Lams, M.D. 


TREPOPNEA 


Folklore for the medical scientist is usually 
entertained as a mere bit of amusement. And 
so the old wives’ tale has long taught that lying 
or sleeping on the left side is “bad for the 
heart.” Surely all of us have answered the 
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patient's query about this with a shrug of the 
shoulders, a smile and reassurance that this 
nonsense has come about because many of us 
are conscious of the beating heart while lying 
on the left side. 

Dr. Francis C. Wood, in the Billings’ Lec- 
ture of 1959,1 wonders if there may be some 
modicum of truth back of this bit of folk- 
lore,—if so it would not be the first, eventu- 
ally admitted by medical science. And so too, 
when one looks on the historical side of medi- 
cine one usually finds there is nothing new— 
some astute clinician has usually described 
pertinent observations. Thus, William Hunter, 
in 1784, as pointed out by Dr. Wood, de- 
scribed distressing fits in a cyanotic child with 
the tetrology of Fallot, which could be aborted 
by lying quietly for some minutes on the floor 
on his left side. 

In the early 1930's, Dr. Wood, while doing 
some experimental work on the dog’s heart, 
noticed with a certain displacement of the 
heart a ballooning of it, cyanosis and ventric- 
ular fibrillation. This led him to question a 
patient with congestive failure some days 
later, to learn that this patient had learned 
not to sleep on his left side because this pro- 
duced dyspnea. Upon lying on his left side the 
patient demonstrated to Dr. Wood, within 15 
to 20 seconds, objective signs of distress and 
more rapid and irregular respirations. Ten 
seconds on the right side eliminated these 
signs. 

This observation led Dr. Wood and his as- 
sociates to observe patients having cardiac dis- 
ease while they were asleep, to turn them to 
the other side without awakening them, to 
watch them return quickly to their original 
position or, on occasion, to see the develop- 
ment of cough, respiratory difficulties and less 
often paroxysmal dyspnea and orthopnea. But 
the same preferred position of recumbency 
was not necessarily found in all patients suf- 
fering from the same cardiac lesion. This was 
not surprising in light of the well-known vari- 
able shift of the heart with change in position. 

Thus, of 52 patients, 33 were most comfort- 
able on the right side and 35 were least com- 
fortable on the left. Though “in some a very 
slight change in position would bring on or 
relieve symptoms.” 


1. Wood, Francis C.: Trepopnea, A.M.A. Arch. Int. Med. 


104:966, 1959. 
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The lecturer groups persons in four cate. 
gories: (1) those who are comfortable in any 
recumbent position; (2) those who have a 
position of choice because of a minor annoy- 
ance, usually heart consciousness; (3) those 
who have dyspnea or discomfort in a certain 
position but who can tolerate it (trepopnea 
of choice); and (4) those who have symptoms 
of such severity they are unendurable if the 
position is maintained (trepopnea of neces. 
sity). Night nurses made 1,390 observations in 
40 adults without heart disease. They were 
found asleep on the left side 305 times (22%), 
on the right side 410 times (30%), on their 
back 615 times (44%), and lying prone 60 
times (4%). This is much different than the 
pattern of sleeping of patients who have 
trepopnea. They are rarely found asleep in an 
unfavorable position and, in the group with 
trepopnea of choice, spent much less time in 
an unfavorable position. 

The trepopneic patient usually shows the 
effects of an unfavorable position in from 10 
seconds to 2 minutes, with an average of 20 
seconds. Symptoms usually disappear in 5 to 
15 seconds after turning to the more favorable 
position. If in the unfavorable position too 
long, the severe dyspnea or orthopnea may 
not clear for 10 to 15 minutes. Respirations 
are deeper and more rapid and at times pre- 
mature contractions occur in the unfavorable 
position. No other physiologic disturbances 
have been demonstrated. Dr. Wood and his 
associates believe that trepopnea may be the 
initiating factor in many episodes of paroxys- 
mal dyspnea; it by no means is the only factor, 
however. 

The author has acquainted his anesthesiolo- 
gist confreres of his observations which may 
have interesting implications in anesthesia. 

Dr. Wood believes pulmonary congestion 
from cardiac failure sets the stage, and when 
the patient rolls into the unfavorable position 
the heart sags, obstructing the pulmonary 
venous return, thereby increasing the pulmon- 
ary congestion and producing dyspnea. The 
modern methods of study in the “heart 
station” will need to vouch for the truth of 
this theory. 

In any event I will listen more sympathetic 
ally to the patient who says he cannot sleep on 
one side with comfort. He may have the need 
to twist or turn over—hence trepopnea. 
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Influence of Dietetic and Other Factors on 
Swelling of Tissues in Arthritis.* 

“In 1927 Peirce and Pemberton reported data indi- 
cating that, following a stab of the finger, fewer red 
cells per cubic millimeter are found in the first several 
drops of blood of patients with severe arthritis, as 
compared with subsequent drops. While this differ- 
ence is sometimes discovered in normal persons and in 
patients with mild arthritis, it is less frequent. Several 
possible explanations of this phenomenon have been 
advanced: namely, that the capillaries of normal 
persons are open in larger numbers; that the first 
issuing blood in arthritic patients is diluted in the 
vessels; and, that the normal or decreased number of 
cells in the vessels is scattered and dispersed through 
increased or normal amounts of serous fluids from the 
tissues as they issue forth. 

“Investigating the iast mentioned possibility, Peirce, 
Wright and Pemberton attempted to determine the 
rapidity with which normal salt solution injected 
intradermally in the arthritic patient would be ab- 
sorbed as compared with normal persons (not yet 
reported). . . . 

“In a recent publication Pemberton, Peirce and 
Bach have adduced evidence indicative of the prompt 
subsidence of the inflammatory or swollen tissues of 
the arthritic following dietetic control in suitably se- 
lected cases. They stated that a response of this nature 
is probably to be observed more promptly under these 
circumstances than following any other line of therapy, 
with the possible exception of convalescence following 
the removal of focal infection in very early sthenic 
cases. . . 

“There takes place at the same time a progressive 
recession of swelling in the dorsal tissues of the hand, 
from the metacarpo-phalangeal articulation toward the 
carpus itself. At a certain stage of subsidence, the 
metacarpal tendons may be unoovered across the 
dorsum of the hand from the knuckles to a point mid- 
way between the knuckles and the wrist. The residual 
zone of swelling, above the hand, in turn slowly re- 
cedes upward until inspection and palpation of the 
hand as a whole reveal nothing but the underlying 
bony and tendinous structures covered by the in- 
tegument itself. Conversely, exacerbations of the 
arthritis are accompanied by a return of swelling in 
the non-articular soft tissues. . . . The possibility of 
such a subsidence on the dorsum of the hand may not 
Suggest itself at the onset, as the hand does not neces- 
sarily or usually appear swollen. Similarly, after sub- 
sidence, nothing is obvious to suggest the previous 
State. Thickness and swelling, when present, of the 
metacarpo-phalangeal articulations likewise undergo 
Tetrogression. There is therefore a fairly close cor- 
relation between the activity of the arthritic process 
and the phenomenon of tissue swelling. This question 


*Scull, C. W., and Pemberton Ralph: The Influence of 
Dietetic and Other Factors on the Swelling of Ti i 
Arthritis, Ann. Int. Med. 8:1247, 1935. 


is discussed in detail because it is believed that it has 
not been the subject of adequate scrutiny. 

“The nature of this swelling awaits explanation. 
Inasmuch as the tumefaction also concerns regions, 
such as the dorsum of the hand, where there are no 
joints, it must be regarded as something partly ex- 
traneous to the joints themselves. Furthermore, these 
regions are not the seat of pain such as usually 
characterizes the joint structures themselves in the 
course of arthritis. One plausible explanation is there- 
fore that the condition under observation reflects a 
systemic disturbance which does not partake of an 
inflammatory nature in the sense usually understood 
by that term. The mobility of the swelling suggests 
further the possibility that it may represent, in part 
at least, an abnormal accumulation of fluids, and the 
observations recorded below were undertaken to de- 
termine whether such a view might be tenable. 
Inasmuch as satisfactory procedures for the direct 
quantitative estimation of fluids in the structures in- 
volved were not immediately available, recourse to an 
indirect method seemed necessary. . . . 

“In view of the above considerations, studies were 
conducted upon the daily water exchange in 30 
arthritic patients whereby an approximate estimate of 
the gain or loss of fluid by the body might be ob- 
tained. The subjects were selected from among the 
atrophic and hypertrophic patients, admitted to the 
arthritis service, who seemed most likely to exhibit the 
above mentioned reduction of soft tissue swelling. . . . 


Summary 


“In a series of selected cases, approximate water 
balance estimations have indicated that a net loss of 
water from the body accompanies a subsidence of 
swelling of tissues, pain, and limitation of motion. 

“It is suggested that disturbances of water distri- 
bution in tissues constitute significant factors in the 
dynamic pathologic changes of the rheumatoid 
syndrome. 

“An attempt to evaluate the role of dietetic and 
other factors in this series of events has been made by 
studying the different phases contributing to the net 
result. The administration of several types of low 
calorie diets has been shown to be associated with a 
net loss of water and with clinical improvement. 

“Dehydrating diets, adequate in calories, high in 
protein, low in fluid and high in fat induced a net 
loss of water from arthritic patients with clinical 
evidence of improvement, and the suggestion is made 
that the relative increase of fat and protein metabolized 
on low calorie diets exerts a significant influence in 
the striking clinical results frequently achieved. 

“Recumbent rest is considered as acting, in part, by 
favorably influencing a shift of fluid from the tissues 
to the blood and lymph channels. . . . 

“Attention is directed to the fact that a negative 
water balance contributes to recovery from both 
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atrophic and hypertrophic arthritis. This suggests that 
both types of arthritis arise, in part, from similar or 
comparable premises; and further, that rigid re- 
striction of many therapeutic measures, especially those 
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here mentioned, to one type alone is unwarranted. 

“The relationships pointed out do not imply that 
dehydrating measures alone constitute a therapeutic 
escape from arthritis. . . .” 


Pediatric Neurosurgery 


Edited by Ira J. Jackson, M.D., and Raymond L. 
Thompson, M.D. 537 pages. Springfield, Ill: 
Charles C. Thomas, Publisher, 1959. Price $16.50. 


This is another publication indicating the tre- 
mendous interest in neurologic problems of childhood. 
Twenty-four authors in various disciplines and of dif- 
ferent geographic residence contributed to this volume. 

Part I consists of seven chapters related to various 
diagnostic procedures, a consideration of neuromedical 
conditions resembling surgical problems and pre- and 
postoperative care and anesthesia. 

Part II includes an over-all consideration of virtually 
all conditions in childhood susceptible to neurosurgi- 
cal treatment, including chapters directed to surgery 
of involuntary movement disorders, surgery of mental 
illness and surgery of epilepsy. 

There are relatively minor statements to which this 
reviewer would take exception, such as the use of 
normal saline to keep open “I.V. cutdowns” in an 
infant, and in the chapters on surgery of involuntary 
movement disorders. One finds vague statements to 
the effect that the EEG. may be used to help antici- 
pate the development of postoperative seizures or aid 
in determining intelligence. The use of the EEG. in 
this version tends to strain one’s credulity. 

The over-all format of the book is excellent, with 
large type and separate author and subject indices. 
In the chapters devoted to specific entities, the non- 
surgeon will be pleased to note that surgical technic 
is not stressed and that rationale for procedures with 
their indications and contraindications is indicated. 

This volume serves the author’s purpose well: to 
disseminate information regarding neurosurgery in the 
pediatric age group to those who care for the neuro- 
logically ill patient. 


Cardiovascular Sound in Health and Disease 


By Victor A. McKusick, M.D. 570 pages. Baltimore: 
Williams & Wilkins Company, 1959. Price $15.00. 


This book on the cardiovascular sounds, whether 
studied by phonocardiograms or by auscultation, is an 
outstanding text and reference book. No cardiologist, 
teacher of physical diagnosis, clinical teacher or clini- 
cian interested in cardiac sound should be without it. 
It is well-written, amply and beautifully illustrated 
and seems to be remarkably complete. 

The book begins with a most interesting chapter on 
the history of cardiovascular sound, written in a most 


readable manner and containing illuminating illustra. 
tions. The second chapter deals with the history of the 
respiratory system. 

Subsequent sections deal with the basic considera- 
tions of sound and their physical characteristics. Other 
sections then deal with the cardiovascular sounds in 
disease, and here of course appear the descriptions of 
the sounds produced in various types of valvular, con- 
genital and other cardiac disorders. There are con- 
siderations then, of the physiologic, pharmacologic and 
other procedures which may be used in investigating 
cardiovascular sounds. Other miscellaneous topic 
follow. 


It again deserves repetition to point out that this is 
a book which represents the most complete review of 
sound as related to the cardiovascular apparatus both 
in health and in disease, —an exceedingly well-done 
textbook. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, South. M. J. 50:711, 
1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 

Reprints: Reprints are available at publisher's cost. An order 
form will accompany author's galley proof and should be 
returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related co 

should be addressed to the Editor, R. H. Kampmeier, MD., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 260] 
Highland Avenue, Birmingham 5, Alabama. 
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D ramam i n e” ... the classic drug for vertigo | 


b id of di hydrinat 
Each scored, yellow tablet contains 50 mg. 
of dimenhydrinate, U.S.P. 
Average dose: 1 or 2 tablets 3 or 4 times daily. 


Dramamine is available in 4 dosage forms: 
Tablets, Liquid, Supposicones® and Ampuls. 


also available for vertigo with anxiety and depression 
® 

Dramamine-D 

dimenhydrinate with d-amphetamine sulfate 


controls symptoms... improves mood 
Average dose: 1 tablet 2 or 3 times daily. 


RESEARCH IN THE SERVICE OF MEDICINE 


ll, 
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THIORIDAZINE HCI 


specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 
but is virtually free of such toxic effects as 
Jaundice | 
Parkinsonism 
blood dyscrasia 
dermatitis 


~ 
See how d Mellaril differ fi th tent t. ii 
ow goes vielia er trom otner pote ranquilizers 
: 
a 


greater speciticity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major | 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 
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For demonstrably greater relief in asthma’ 


(CUEAMS the bronchial tree of thick mucus and [LANES the bronchioles 


Bronkotabs is more effective because it is more 
comprehensive in treatment. First, Bronkotabs 
dilates bronchioles, combats local edema and 
provides mild sedation. 


In addition, Bronkotabs decongests, using a most 
effective expectorant (glyceryl guaiacolate)? to 
liquefy and help expel the thick, tenacious mucus 
which is the cause of much of the respiratory 
distress in chronic asthma.? Since asthma is a 
chronic allergic disease of the bronchial tree,> 
Bronkotabs also supplies a highly efficient anti- 
histamine (thenyldiamine) for prophylactic main- 
tenance.* Marked and consistent relief of 
symptoms with minimum side effects can be 
expected with a dose of one tablet every 

three or four hours, not to exceed five 
times daily. 


In a recent study! of 40 patients with 
asthma, 33 patients (82.5%) reported 


Bronkotabs brought fair to good relief fromam 
asthmatic symptoms. Asthma relief was expressedaal 
by ease of expectoration of secretions, reductionof 
bronchospasm, and increased vital capacity. “The 
combination of drugs used in... [BRONKOTABS} 


... gave greater relief in these patients than thé q 


conventionally used tablet [ephedrine, theophyk 
line, phenobarbital]. . .” 3 


BRONKOTABS DOES MORE FOR THE ASTHMATIC BECAUSE a a 


IT IS MORE COMPREHENSIVE IN ACTION. Each tablet con 
tains: Theophylline 100 mg.; Ephedrine Sulfate 24 mga 


Phenobarbital 8 mg.; Thenyldiamine HCI 10 mg. anda 


Glycery! Guaiacolate 100 mg. 
Supplied: bottles of 100 white scored tablets. 
References: 1. Spielman, A. D.: In press. 2. Schwart® 


E., et al.: Am. Pract. & Digest Treat. 7:585, 1956, @ 
Ogden, H. D., and Fuchs, M.: J. Louisiana M. Soe 


111:175, 1959. 4. Drill, W. A.: Pharmacology in Medio aS 


cine, New York, McGraw-Hill Co., 1954, p. 41. 


VORCC 16,0. 


A AY Wye 
Uae. 
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Reports in hundreds 
of leading journals and 
scores of standard textbooks 
reflect the position of Gantrisin as drug 
of choice in urinary and other bacterial infections. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc Nutley 10 N.J. 
GANTRISIN®—brand of sulfisoxazole | ROCHE® 


— 
— 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


chronic constipation, 
flatulence, belching, 


CONSIDER 


NEOCHOLAN® 


thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in bottles of 100 tablet 


Tf M DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIANA 


PITMAN-MOORE COMPANY 
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a Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
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in pain, such as that of cancer, Thorazine’, 
one of the fundamental drugs in medi- 
cine, reduces by potentiation the amount 
of narcotic needed; alleviates the anxiety 
that intensifies suffering; improves the 


patients mental outlook. Also, controls 


nausea and vomiting. 


SMITH 
KLINE & 
FRENCH 


| 
| 
| 
q 


IMPROVED 


(D-AMPHETAMINE -+ ATARAX® + VITAMINS AND MINERALS) 


(AND SHE’S LOSING NOTHING BUT WEIGHT) 


e She’s not losing her ambition to reduce. (Thanks to 
d-amphetamine’s proven anorectic action.) 

e She’s not losing her composure. (The tranquilizer, 
Atarax, calms diet-induced anxiety and jitters.) 

e She’s not losing essential vitamins and minerals. 
(AMPLUS IMPROVED supplies them.) 


MAKE THE ONE FOR GOOD MEASURE AMPLUS IMPROVED 


One capsule half-hour before each meal. Bottles of 100 
soft, soluble capsules, this actual size. Pre- 
scription only. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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suturing $ Xylocaine® HCI Solution applied topically will permit cleaning and 
suturing of wounds with patient comfort in an emergency or in the office. Fast acting — Safe 
— Dependable. 


DUIPSITIS $ xyilocaine HC! Solution injected into the painful area will diffuse around 
the bursae relieving pain promptly — often restoring normal freedom of motion. Prolonged 
anesthesia often prevents recurring pain. 


therapeutic DIOCK: xyilocaine HCI Solution interrupts the under 
lying mechanism of pain, with relief often persisting even after the block has disappeared. It 
is of value in assisting motion or manipulation; for severe, intractable pain conditions; and 
in allowing patient comfort for other procedures. 

MiNOr SUPREPY xXylocaine HCI Solution will diffuse over a wide ope 
ative field, permitting pain-free removal of warts, cysts, moles, etc., and giving safe, effective, 
and predictable anesthesia for patient comfort. 

Supplied: Multiple dose vials, 20 cc. and 50 cc.; 0.5%, 1% and 2% without and with 
epinephrine 1:100,000. Ampules, 2 cc.; 2% without and with epinephrine 1:100,000. 
ASTRA 


*u.s. PAT. NO. 2,441,498 MADE IN 
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depression 


brand of imipramine HCI 


th nt of depression ; ; 
the lights the road to recovery 
remarkable record of producing in 80 per cent of cases 


remission or improvement in 
approximately 80 per cent 
of cases.'~” 


Tofranil is well tolerated in usage— 
is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular 
routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in all types of 
depression regardless of severity 
or chronicity. 


Does not inhibit monoamine 
oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 
drugs such as barbiturates and 
alcohol. 


Detailed Literature Available 
on Request. 


Tofrinil® (brand of imipramine HCl), tablets of 
25 mg., bottles of 100. Ampuls for intramuscular 
administration only, each containing 25 mg. in 

2 cc. of solution, cartons of 10 and 50. 


References: 1. Ayd, E J., Jr.: Bull. School Med. 
Univ. Maryland 44:29, 1959. 2. Azima, H., 

and Vispo, R. H.: A. M. A. Arch, Neurol. & 
Psychiat. 81:658, 1959. 3. Lehmann, H. E. ; 
Cahn, C. H., and de Verteuil, R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 4. Mann, A. M., 
and MacPherson, A. S.: Canad. Psychiat. A. J. 
4:38, 1959. 5. Sloane, R. B. ; Habib, A., and 
Batt, U. E.: Canad. M. A. J. 80:540, 1959. 

6. Straker, M.: Canad. M. A. J. 80:546, 1959. 
7. Strauss, H.: New York J. Med. 59:2906, 1959. 
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BLECTRO- 
cA RDIOGRA PHY 


... an integral part 

of modern practice 

Has the diagnostic equipment in 
your office kept pace with your own 
knowledge of new drugs, medicines 
and therapeutic technics? If not— 
call in your Burdick man! 

He'll bring you up to date on 

the latest advances in electromedical 
instrumentation—as for example, 

the Burdick dual-speed electro- 
cardiograph. Determine your 

net cost of new equipment, taking 
into consideration the income tax 
savings from annual depreciation 
allowances. This can make the pur- 
chase of new professional equipment 
far more attractive financially 

than you may have realized! 


THE BURDICK CORPORATION 
Milton, Wisconsin 


Branch Offices: New York « Chicago 
¢ Atlanta « Los Angeles 
Dealers in all principal cities 


hemorrhoids and 
after perineorrhaphy 


when your standing orders specify... 


TUCKS 


Soft ready-to-use cotton flannel pads 
saturated with witch hazel (50%) and 
glycerine (10%), pH about 4.6. 

As a dressing . .. TUCKS cools and smooths 
traumatized tissue ... without occlusive ve 
hicles or “—caine” type anesthetics. 

In the hospital, Tucks can be kept by the 

bedside for frequent, easy changing by the 

patient or nurse. 
As awipe... TUCKS takes the trauma out of 
cleansing tender tissue and encourages mott 
thorough hygiene. 
TUCKS may also be sent home with patient 
for continuation of care. 


jars of 40 and | 100. 


Please send me a sample supply of TUCKS. . 
M.D.) 
| 


Address 
State__—_| 


FULLER PHARMACEUTICAL COMPAM | 
3108 W. Lake Street | 
Minneapolis 16, Minnesota 8 
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nervous 
patient 


proven effective and outstandingly safe 


simple dosage schedule produces rapid, predictable 
tranquilization without unexpected excitation 


* no cumulative effects, thus no need for difficult 
dosage readjustments 


* does not produce ataxia, change in appetite or libido 


* no danger of hypotension, depression, Parkinson- 
like reactions, jaundice or agranulocytosis 


; mote * does not impair mental efficiency pr normal behavior 
vatient 

Usual dosage: One or two 

400 mg. tablets t.i.d. ® 
ite Supplied : 400 mg. scored tablets, ; 
200 mg. sugar-coated 
M.D. | or aS MEPROTABS*— 400 mg. W (Wallace) 


unmarked, coated tablets. 


#TRADE-MARK 


<in-s908 Wy WALLACE LABORATORIES / New Brunswick, N. J. 
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...Felief from pollen allergies 
Bnore complete than antihistamines alone... more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.’* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.’ Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.?:3 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI 50 mg. 
Pheniramine maleate 25 mg. 


also available: 
TRIAMINIC JUVELETS® ¥, the formulation of the Triaminic Tablet with timed-release action. 
TRIAMINIC SYRUP each teaspoonful (5 mi.) provides % the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N.D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bod!, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 


Relief is prompt and prolonged 8 to 4 hours of relief 


because of this special 
then—the core disintegrates 
to give 3 to 4 more 

hours of relief 


timed-release action 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY ¢ LINCOLN, NEBRASKA 
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for therapy 
of overweight patients 


d-amphetamine 


a 
depresses appetite and elevates mood t ad | 1 
+ meprobamate D 1 ol 


eases tensions of dieting 
(yet without 
or barbiturate hangover ) 


in its completeness 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each coated tablet (pink) contains 400 mg.; d. h ine sulfate, 5 mg. 
Dosage: One tablet one-half to one hour oe each meol. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


150,000 PHYSICIANS 
|THE WORLD OVER DEPEND ON 
"THE INTEGRITY BEHIND THIS NAME 


'BI RTC H FR : one USP Digitalis Unit 
Physiologically Standardized 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER =| | therefore always 


ELECTROSURGICAL UNITS dependable. 
HOSPITAL-CLINIC-OFFICE 


ULTRASONICS DIATHERMY 

INFRARED ULTRAVIOLET 
UNITS: 
ELECTROMUSCLE STIMULAT 
THE VIBRABATH 


and 
FAMOUS HYFRECATOR 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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When the illness 
is noi acute 

and the diagnosis 
is not obvious 


i 
1960 
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KEEPS 
THE STOMACH 
FREE 


KEEPS 
THE MIND 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. 
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For Dependable Relief of 


Skeletal Muscle Spasm... 
Two Tablets Per Day 


INDICATED IN ALL TYPES OF ACUTE MUSCLE SPASM 
following sprains, strains, whiplash 
injuries, intervertebral disc syndrone, 
chronic osteoarthritis, etc. 


N orflex for prompt, safe 


spasmolytic action 


orphenadrine citrate ex 


ADVANTAGES 

e Mobility is restored quickly and 
associated pain relieved by prompt 
relaxation of muscle spasm. 


e Prolonged action and potency pro- 
vide round-the-clock benefits—in- 
cluding uninterrupted sleep. 


e Impairment of general muscle 
tonus has not been reported when 
the recommended standard dos- 
age is followed. 


STANDARD DOSAGE Only one tablet 
b.i.d. for all adults regardless of age, 
weight, or sex. Simple dosage assures 
maximum patient cooperation. 


(Rites) California 
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Continued from page 664 Dr. O. D. Smith, Kansas City; Dr. Daniel J. Sprehe, 
Warrensburg; Dr. Ian M. Thompson, Columbia; and 
ciation include Dr. Loren G. Agee, Hickman Mills; Dr. Vernon E. Wilson, Columbia. 


Dr. Richard F. Boone, Doniphan, Dr. John F. Com- 
merford, St. Charles; Drs. George L. Curran, Thomas 
J. Fischer, and Andrew J. Fritsch, all of St. Louis; 
Drs. James E. Gotham, Max I. Miller, Clarence C. 
Reynolds, and Robert C. Richert, all of Kansas City; 
Drs. Irwin K. Rosenberg, and A. Craig Schewe, both 
of St. Louis; Dr. Mary Patricia Shanahan, Monroe; Continued on page 70 


Dr. Horace F. Flanders, Kansas City, has beep 
elected a member of the Rotary Club of Kansas City, 
New appointments to the teaching staff at the Uni- 
versity of Missouri Medical Center include Dr. James 
C. Cope, Clinical Assistant Professor of Surgery; Dr. 


Brewers’ Yeast—25 to 50 grams daily—has 
been recommended for cirrhosis, hepatitis, and 
necrosis because it enjoys an outstanding posi- 
tion in the protein-rich dietary. 


a. Provides a generous proportion of bio- 
logically complete protein—approximately 
one-half of its weight—from vegetable 
origin. 


b. Richest natural source of the whole 
vitamin B-complex, and in addition provides 
notable amounts of important minerals. 


When you prescribe, specify 


VITA-FOOD’ 


— 


HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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from the New England Journal of Medicine: 


results you can confirm in your practice: 


“In 24 cases syrosingopine was substituted for the 
rauwolfia product because of 26 troublesome side effects; 
these symptoms were relieved in all but 3 patients.”* 


Incidence Incidence 
Side Effects with Prior with 
Rauwolfia Agent Singoserp 
Depression ll 1 
Lethargy or fatigue 5 0 
Nasal congestion 7 0 
Gastrointestinal disturbances 2 2 
Conjunctivitis 1 0 | 
(Adapted from Bartels* ) | 


many hypertensive patients prefer 


Singoserp 


(syrosingopine CIBA) 
| ae because it lowers their blood pressure | 
evailable on request. without rauwolfia side effects 
Tablets, 1 mg. (white, scored); bottles of 100. 
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ALWAYS SPECIFY 


ARMOUR 
THYROID 


ARMOUR THYROID for over half a century has been more 
widely prescribed...more widely dispensed than any other 


thyroid product. Pioneer in thyroid standardization, Armour’s 


rich background of expe- BY ANY 
rience assures you of un- f 
MEASUREMENT 
THE THYROID 
OF CHOICE 


surpassed quality, uniform 
potency and consistent 
therapeutic effects. 


* 
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ARMOUR PHARMACEUTICAL COMPANY Armour Means Protection 
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ONAS VAGINALIS, CANDIDA 
or other bacteria, is still the 
; . cases of chronic or 
ees tremely difficult to cure.” Among 75 
patients with initis caused by one or more these 
pathogens, 


pvere, chronic infections which had 
therapy with other agents. “Permanent cure by 
clinical criteria was achieved in 56... .” 


Improved 


ing, burning, malodor and leukorrhea 
bs vaginalis, Candida (Monilia) albicans, 

of See © Achieves clinical and cultural cures 
Sepnirritating and esthetically pleasing 


2 to 
1. 
brad. 0.5% and Furoxone®, brand of furazoli- 
dic water-dispersible base. 

continued home use each morning and 


Seeker each night thereafter—especially during 
days. Micorur 0.375% and FurRoxoNE 


jor more pm d economical therapy. 
Brique class of antimicrobials 
EATON NORWICH, NEW YORK 


gyn pgic office problem” a 
| | 
4 the importa 
0.259 Ti base. | 
Ra new positories with applicator | | 
| 
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Eigil T. Dingsor, Assistant Instructor in Surgery and 
Third Year Resident; Dr. Robert A. Smith, Assistant 
Instructor and Third Year Resident in Surgery; Dr. 
Garth S. Russell, Research Associate in Surgery; and 
Dr. Harold Dean Wilkins, Assistant Instructor and 
First Year Resident in Radiology. 


Officers of the greater St. Louis Society of Radio- 
logists are Dr. Charles J. Cherre, St. Louis, President; 
Dr. Hugh Harting, St. Louis, Vice-President; and Dr. 
Armand E. Brodeur, Clayton, Secretary-Treasurer. 

The medical staff of St. Vincent’s Hospital in St. 
Louis has elected Dr. Omer E. Hagebusch, St. Louis, 
President; and Dr. William B. Lytton, St. Louis, Vice- 
President. 

Dr. C. M. Grace, Chillicothe, has accepted a post 
with the United States Public Health Service. 


Dr. William H. Masters, St. Louis, has been elected 
President of the Family and Children’s Service of 
Greater St. Louis. 


Heads of various heart campaigns in Missouri in- 
clude Dr. M. H. Black, Joplin, Jasper County heart 
campaign; Dr. C. B. Schoeberl, Joplin, Joplin cam- 
paign; and Dr. Carl G. Popp, Sikeston, Sikeston cam- 
paign. 

The Board of Trustees of the Laclede County 
Health Center has named Dr. B. B. Hurst, Lebanon, as 
part-time health officer for the county. 
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Dr. John Skinner has been elected President of the 
staff of St. Luke’s Hospital in St. Louis. 

Dr. George L. Curran, St. Louis, is a new actiye 
member of the St. Louis Medical Society. 

Dr. C. Rollins Hanlon, Professor of Surgery and Dj. 
rector of the Department at St. Louis University 
School of Medicine, was named Physician of the Year 
by the St. Louis College of Pharmacy. 

Two St. Louis physicians have been appointed ad. 
visers to the Missouri State Medical Society Woman's 
Auxiliary. They are Drs. Louis H. Kohler and R, 0, 
Muether. 

Dr. Robert W. Kelley has been reappointed to the 
St. Louis City Board of Hospitals by Mayor Raymond 
R. Tucker. 

Dr. Robert B. Bassett, St. Louis, has been re-elected 
Chairman of the Deaconess Hospital School of 
Nursing. 


NORTH CAROLINA 


The Duke University School of Medicine is again 
offering physicians the opportunity to combine post 
graduate study with an overseas vacation by sponsor- 
ing its Fifth Postgraduate Medical Seminar Cruise. 
The cruise will take doctors to the Baltic. The ship, 
“T. S. Ariadne,” which will sail from Wilmington, 
North Carolina, on June 5 and from New York City 


Continued on page 72 
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SUPERTAH H-C 0.5% OINTMENT 


(1.25% coal tar fraction with hydrocortisone — 0.5%) 


SUPERTAH H-C 1% OINTMENT 


(1.25% coal tar fraction with hydrocortisone — 1%) 
NOW REDUCED 42% IN COST-TO-PATIENT 


oz. tube 
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on June 8, will arrive in Hamburg, Germany, og 
June 28. Shipboard lectures will be given on varioug 
subjects in medicine, pediatrics and thoracic surgery 
The medical program has been approved by the 
American Academy of General Practice for Category] 
credit. For further details, write to the Director of 


pducing Postgraduate Education, Duke University School of 


pee Medicine, Durham, North Carolina. 

Duke University President A. Hollis Edens has am 
nounced the appointment of Dr. Barnes Woodhall, 
Professor of Neurosurgery, as Dean of the Duke Unk 
versity School of Medicine, effective July 1, 1960. Dr 
Woodhall will succeed Dr. Wilburt C. Davison, who ig 
retiring. 

The Medical Alumni Association of the University 
of North Carolina School of Medicine has elected 
officers. Dr. Hugh McAllister, Lumberton, is Presi 
dent-Elect, and Dr. John Shaw, Fayetteville, is Vice 
President. 

Dr. William H. Boyce, Associate Professor of Urology 
at the Bowman Gray School of Medicine, has been 
elected to the Association of University Surgeons and 
the Clinical Society of Genito-Urinary Surgeons. 

Several North Carolina physicians are serving on 
scientific councils of the American Heart Association, 
The doctors include Drs. Harold D. Green and Merrill 
Spencer, both of Bowman Gray School of Medicine 
Dr. John G. Smith, Rocky Mount; Dr. Keith S. Grim 


Continued on page 74 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Jas. N. BRawner, Jr., M.D. ALBERT F. BrawneR, MD. 
Medical Director Associate Director 


Phone HEmlock 5-4486 
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ling overweight patients to 


sounds 


weight Jews of 
100 tablets. } 


Supervision by Abalanced Supportive 
the physician eating plan medication 
Obedrin curbs unhealthy food craving, enabling the 
patient to establish correct eating habits . . . first, to 
lose excess pounds and then, more important, to 
Maintain optimum weight. 


Prisisl, New Yorks Kansas City + Sant Francisco 
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Obedrin and the 60-10-70 Basic Plan pro- 
vide the three essentials of weight reduction: 
MD. 
4 


he Obedrin formula permits a flexible 
dosage schedule to depress the appetite at - 


peak hunger periods. The physician can 
adjust dosage to fit each patient’s need. 


ADVANTAGES OF OBEDRIN— JUL Write for 60-10-70 


A dependable anorexigenic agent 
an rin sami 

A flexible dosage form Used with the 60-10- 

Minimal central nervous stimulation? ; | 70 Basic Plan, Obedrin 


Vitamins to supplement the diet? 
No hazards of impaction 22 


offers an ideal weight- 


control regimenforthe 
be overweight patient. 


Obedrin 


Se and the 60-10-70 Basic Plan 


Bristol, Tennessee « New York Kansas City San Francisco THE $. E. FAMPASSENGILL COMPAN 
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which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maatox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of. 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
Witu1aM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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Repeat- 
Elixir, Capsule 


Continued from page 72 
son, Duke Medical School; and Dr. Edward P. 
Greensboro. 
New members of the Medical Society of the Sam 


of North Carolina include Drs. David J. Stump aaa 


Barbara M. Moore, Raleigh; Dr. Robert Sandy 
Washington; Dr. James T. Googe, Boone; Drs. 
Frankl, and Frank C. Griess, Winston-Salem; @ 
Robert Lee Johnston, Highlands; Dr. William 
Wilson, Raleigh; Dr. Augustus H. Foster, Elizabeai 
town; Drs. Robert T. Lucas, and Katherine R. Mam 
ton, Charlotte; Drs. Stacy A. Duncan and Margane 
J. Duncan, Dunn; Dr. Claude E. Steen, Jr. Wa 
Asheville; Dr. William N. Gee, Jr., Goldsboro; 3m 
Richard R. Spahr and Henry G. Cramblett, Winstgm 
Salem; and Drs. C. G. Payne and D. D. King, nea 
ville. 


SOUTH CAROLINA q 


Dr. Harold E. Jervey, Jr., Columbia, has tam 
inaugurated as President of the Federation of Sim 
Medical Boards of the United States. For the jam 
few years, Dr. Jervey has served as Secretary of im 
South Carolina Board of Medical Examiners. 4 

Officers of the Board of Directors of Roper Hamm 
tal in Charleston include Dr. A. J. Buist, Chainmgm 
Dr. Edward F. Parker, Vice-Chairman; and Dr. RO 
Hanckel, Jr., Secretary. 

The South Carolina Physical Therapy Associaigim 
has announced the appointment of three South Gam 
lina physicians to serve as the advisory committe tomi™ 
organization. Dr. Weston Cook, Columbia, Dr. Lei 
Meyer, Greenville, and Dr. Luther Martin, Chariga 
ton, have accepted appointments to the committeg 

President of the Carolina Plantation Society is ® 
Joseph I. Waring, Charleston. 

Officers of the medical staff of the York Coun 
Hospital in Rock Hill are Dr. Larry Frederick, Rom 
Hill, Chief of Staff; Dr. George Adickes, Rock Hil 
Vice-Chief; and Dr. Bob Martin, Fort Mill, Secretam 
Treasurer: 

Dr. Harry D. Tripp is Assistant Chief of the surgigl 
service, South Carolina State Hospital in Columbia 

Dr. R. Bruce Ford, senior resident in psychiatry 
the Medical College of South Carolina, is now acti 
physician resident of the South Carolina State Hosim 
tal in Columbia. 

Officers of the South Carolina Society of Intemmm 
Medicine include Dr. A. Izard Josey, Columbia, Pig 
dent; Dr. R. Cathcart Smith, Conway, Vice-Presideal 
and Dr. Ralph R. Coleman, Charleston, Secreta 
Treasurer. 

Dr. H. M. Stone, President of the Junior Chambgy 
of Commerce in Chester, has been given the Maia 
the Year award at Chester. 


TENNESSEE 


Dr. Roland H. Alden, Associate Dean of the Gra 
uate School, Medical Sciences at the University of 
Tennessee Medical Units, has been named acting Dean 
of the University’s School of Biological Sciences, & 
fective July 1. Dr. Alden will retain his position # 
Professor and Chief of the Division of Anatomy. 


Continued on page 80 
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UROPATHIES 


EN PAIN IS PART OF THE PICTURE 


tract pain, at the source or referred, is subject to the rapid 
sic action of the azo dye in Azo Gantrisin. Azo Gantrisin combines 


tic relief of symptoms with proven effective action against infec- 


oo by either blood stream or urine. 
He also following urologic manipulation and surgery. 


ZO GANTRISIN 2 


brand of sulfisoxazole 


Diagram correlates sources of primary urinary pain with areas of referred pain. 


: Adults —2 tablets 
four times dail y. 
Children under 100 Ibs — 
1 tablet four times daily. 
Each tablet yp 0.5 Gm 
Gantrisin plus 50 m 
bottles of 100 and 500. 


ABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


County 
: 
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overweight patients : Sal DR 


meprobamate plus d-amphetamine 


__...depresses appetite ...elevates mood...eases 
tensions of dieting ... without overstimulation, 


insomnia, or barbiturate hangover. APPOINTHEN! 


CARDS 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDBRLE é WRITE FOR FREE PROOF 
Beebe: One tablet one-half to one hour before each meal. 


ENGRAVING 


3201-4th AVE, $0. BIRMINGHAM, | 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
lents wi 
James P. King, M.D., Director ases oft 
Daniel D. Chiles, M.D. William D. Keck, M.D. ts of de 
Clinical Director Edward W. Gamble, III, M.D. 
James K. Morrow, M.D. J. William Giesen, M.D. yd 
Clara K. Dickinson, M.D. Internist (Consultant) ht an 
iring si 
Clinical Psychology: Don Phillips Urdang, A 
Thomas C. Camp, Ph.D. Administrator Allergy 12 
Artie L. Sturgeon, Ph.D. wee 
AFFILIATED CLINICS ad: As 0. 
tvailable a 
Bluefield Mental Health Center Beckley Mental Health Center tional info! 
525 Bland St., Bluefield, W. Va. 109 E. Main St., Beckley, W. Va. MON is at 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
Charleston Mental Health Center Norton Mental Health Clinic 
1119 Virginia St., Charleston, W. Va. Norton Community Hospital, Nerton, Va. 
B. B. Young, M.D., Director Pierce D. Nelson, M.D., Director 
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ents with chronic rheumatoid arthritis or other collagen or allergic 
uses often require the “tonic effect’’? as well as the anti-inflammatory | 
ts of dexamethasone. For them, DECADRON has relieved fatigue and ax 
kness,** increased appetite‘-6 and often promoted a “real gain in 
ht’*’—“. a definite therapeutic advantage in many patients 
iring steroid therapy.’’? 

ces: 1, Bunim, J. J., et al.: Arthritis & Rheumatism 1:313, 1958. 2. Silverman, H. I., 
Urdang, A.: Am, Prof. Pharm. 25:531, 1959. 3. Rudolph, J. A., and Rudolph, B. M.: 
Allergy 17:710, 1959. 4. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 5. Galli, T., and 


neti, C.: Minerva med. 50:949, 1959. 6. Segal, M. S., et al.: Ann. Allergy 17:418, 1959. 
venci, J., et al.: Ann. Allergy 17:695, 1959. 


y a: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. 
tvailable as Injection DecapRon Phosphate. 


tonal information on DECADRON is available to physicians on request. 
mON is a trademark of Merck & Co., Inc. 


® 
SONE 


OST POTENT STEROID” WITH “THE LEAST NUMBER OF SIDE EFFECTS”? 


| 
: 
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In response to physician demand 
more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


2/2798 mK 


SERPASIL® (reserpine cipa) / ESIDRIX® (hydrochlorothiazide cipa) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cipa) 


MAY 1960 VOL 
4 
th, 
i 
| 
| 
SERPASIL- ESIDRIX 
- 
SERPASIL- ESIDRIX 
and 25 mg. Esidrix and 50 mg. Esidr 
: 
- 
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MOUNT SINAI HOSPITAL OF GREATER MIAMI 
ANNOUNCES 


10th ANNUAL POSTGRADUATE SEMINAR 


“Recent Advances in Diagnosis and Therapy” 
Bernhard Baer, M.D., Chairman 
May 12-14, 1960 FONTAINEBLEAU HOTEL Miami Beach, Florida 


PROGRAM 


J. Edward Berk, M.D., Director of the Department of Medicine, Sinai Hospital of Detroit, and Associate 
Professor of Clinical Medicine, Wayne State University College of Medicine 
1. “Diagnostic Features of Pancreatic Diseases” 
2. “General Considerations of Gallbladder and Biliary Tract Disorders” 
Edward A. Gall, M.D., Professor of Pathology, Mary M. Emery College of Medicine, University of Cincin- 
nati, and Director of Laboratories, Cincinnati General Hospital 


1. “Differential Diagnostic Features of Enzyme Activity in Lymph Nodes” 
2. “Cirrhosis of the Liver—A Clinico-Pathologic Study” 


Robert B. Greenblatt, M.D., Professor of Endocrinology, Medical College of Georgia, Augusta, Georgia 
1. “The Physiology and Treatment of the Menopause” 
2. “The Hirsute Female” 


Harold L. Israel, M.D., Clinical Professor of Medicine, Jefferson Medical College 
1. “The Changing Patterns of Pulmonary Disease” 
2. “Management of Pulmonary Infarction” 


Ralph Jones, M.D., Professor and Chairman, Department of Medicine, University of Miami School of 
Medicine, Coral Gables 


Moderator 

Panel: “The Endocrines in Clinical Practice” 

Panelists: 
Robert Greenblatt David E. Zion 
Sol Sherry E. R. Woodward 


Harold L., Israel 


Martin Kalser, M.D., Associate Professor of Medicine and Gastroenterology, University of Miami School 
of Medicine, Coral Gables 


Moderator 

Panel: “Problems of the Biliary-Pancreatic System” 
J. Edward Berk Philip Thorek 
Edward A, Gall John Farrell 


Sol Sherry, M.D., Professor of Medicine, Washington University School of Medicine, St. Louis 
1. “Oral Hypoglycemic Agents” 
2. “Fibrinolytic Therapy” 
Philip Thorek, M.D., Clinical Associate Professor of Surgery, University of Illinois, and Professor of 
Surgery, Cook County Graduate School of Medicine 
1. “The Spleen As We Know It Today” 
2. “Diseases of the Esophagus” 


E. R. Woodward, M.D., Professor and Head, Department of Surgery, University of Florida College of 
Medicine, Gainesville 


1. “The Problem of the Gastric Ulcer” 
2. “Physiology of the Gastric Antrum and Its Relation to Ulcer Disease and Gastric Surgery” 
David E. Zion, M.D., Director, Department of Radiology, Cedars of Lebanon Hospital, Los Angeles 


1. “Roentgens Manifestations of Functional En:erocolonopathy” 
2. “Cerebral Vascular Occlusive Disease, X-ray Aspects” 


Program Approved and Co-sponsored by AAGP and FAGP 
Category I — 20 hrs. Credit 
(No Charge to Interns, Residents or Medical Students) 
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Dr. Davis S. Carroll, Memphis, is a new Chancellor 
of the American College of Radiology. 

Dr. W. L. Williamson, Memphis, has been named 
emeritus professor of gynecology at the University of 
Tennessee College of Medicine. 

Dr. John J. Lentz, Nashville, Public Health Director 
for Davidson County, has been honored by the dedi- 
cation of the new John J. Lentz Public Health Center. 


Dr. Laurence A. Grossman, Nashville, has been ap- 
pointed a member of the Tennessee Board of Nursing. 
Dr. Carroll H. Long, Johnson City, was reappointed 
to a three year term on the Board. 

Dr. Robert M. Finks, Nashville, has been named 
Chairman of the Board of Directors of the Nashville 
Academy of Medicine. 

Dr. Jack Smith, Jamestown, has been elected Chief 
of Staff of the Fentress County General Hospital. 

Dr. P. J. Sparer, Memphis, has been appointed 
Chairman of the international Committee on 
Psychosomatic Aspects of Chest Diseases of the College 
of Chest Physicians. 

Dr. Don L. Eyler, Nashville, has been named Sec- 
retary-Treasurer of the American Society for Surgery 
of the Hand. 

Officers of the medical staff at Methodist Hospital 
in Memphis are Dr. Carey G. Bringle, President; Dr. 
Jean M. Hawkes, Vice-President; and Dr. Joseph A. 
Rochchild, Secretary. All are from Memphis. 
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New officers of the Wilson County Medical Society 
include these Lebanon physicians: Dr. Sam B. Me. 
Farland, President; Dr. R. C. Kash, Vice-President; 
and Dr. T. R. Puryear, Secretary. 

Dr. Hugh Smith, Memphis, has been installed as 
President of the American Academy of Orthopaedic 
Surgeons. 


New members of the Knoxville Academy of Medi- 
cine are Drs. Dan F. Beals, Joe C. Crumley, George EF. 
Fillmore, Ted F. Haase, O. L. Merritt, Travis §. 
Morgan, Ben C. Ogle, C. Gerald Peagler, Emmett J. 
Thorpe and O. Horace Yarberry. 


TEXAS 


Dr. Hal Gaddy, Jr., Georgetown, has received that 
city’s “Worthy Citizen” award from the Chamber of 
Commerce. 


Dr. R. E. Bullard, Jr., Blanco, has been elected 
President of two organizations: the Colorado River 
Industrial Development Association and the Highland 
Lakes Scottish Rite Association. 

Dr. Oliver W. Suehs, Austin, was named “Sports- 
man of the Year” by the Austin Country Club. 

The Texas Society of Pathologists has presented the 
George T. Caldwell Award to Major General Elbert 
De Coursey, MC, USA (Retired), San Antonio. Offi- 
cers of the Society are Dr. O. J. Wollenman, Fort 
Worth, President; Dr. R. H. Rigdon, Galveston, 
President-Elect; Dr. J. P. Abbott, Houston, Vice- 
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quieting...calming 


BUTISERPINE 


..- has a gently controlling effect on blood pres- 


sure and tension, without unpleasant side effects. 


..-a conservative, safe amount of reserpine (0.1 
mg. per tablet or teaspoonful) combined with 
15 mg. BUTISOL Soprum® butabarbital sodium. 


Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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A NEW CLASS OF DRUG FOR THE RELIEF OF PAIN 


analexin 


the first analgomylaxant fe 


a single chemical 
nw. | that is both a general non-narcotic analgesic 
a and an effective muscle relaxant 


v — 
enyramico 
p y 


relieves the total ¢ pain experience : 
Analexin is a new synthetic chemical, phenyramidol hydrochloride (2[6-hydrommmm 

phenethylamino]-pyridine hydrochloride) that inherently possesses two 
pharmacologic actions within one molecular structure:':? (1) general analgesia im 
raising the pain threshold and thus decreasing the’ perception of pain, anda 
muscle relaxation by selectively depressing subcortical, brain stem and polysynamiamm 
transmission (interneuronal blockade), abolishing abnormal mustle tone witha 
impairment of normal neuromuscular function. Thus in painful. states, Anglia 
relieves both the pain and the muscie tension that augments the pain, and manga 
the total pain experience more effectively. 


with remarkably few side effects 


Analexin is not related to any currently available analgesic or muscle relaxmm 
compound. The analgesic effectiveness of one tablet is ¢!:-ically equivalent to iim 
of 1 grain of codeine; yet, Analexin is neither narcotic nor narcofic-related 
not habituating and tolerance to the drug has not been noted. its muscle relaaam 
effect is comparable to the most potent oral muscle relaxants available.~ am 
total effect is ““analgomylaxation”—a new advance for the relief of painjaim 
incidence of side effects is low and those reactions that have been reported Gamm 
sionally (gastrointestinal irritation, pruritus) are of a mild. and transient ogi 
and do not limit therapy.’ 

Analexin . . . for relief of pain and muscle tension. Each tablet contains 200 nen 
phenyramido! HCI. Dosage—1 tablet every 2-4 hours or as needed, 


Analexin-AF ... for relief of pain and muscle tension complicated by fever al 
inflammation. Each tablet contains 100 mg. of phenyramidol HChand 300 mg. of oll 
aspirin. Dosage—2 tablets every 4 hours or as required. 


Myolaxant 


elaxes muscle t 


where pain makes tension 
and tension makes pain 
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ae 


Ow back pain, i 
arthritis and other 
musculoskeletal disorders... 


Analexin is the only drug known to produce both general analgesia and muscle relaxation. 
It is effective in a wide variety of acute and chronic conditions where both pain and muscle 
tension may be involved, such as: low back pain, sprains and strains, myalgia, arthritis, 
osteoarthritis. 

In various clinical trials where Analexin was used for relief of pain, satisfactory analgesia 
has resulted in up to 70% of patients with musculoskeletal disorders. These patients com- 
prising ". . . one of our largest clinical problems of moderately severe painful states .. .'* 
require continuous satisfactory relief without tolerance, cumulative toxicity or serious side 
effects. 


TYPICAL RESULTS WITH ANALEXIN* AND ANALEXIN-AF 
IN MUSCULOSKELETAL ASSOCIATED PAIN¢ 


Indications No. Patients Relief erg bf 
pain associated with: 
acute, chronic and traumatic 

musculoskeletal disorders 30 25 5 
myositis, myalgia and tendinitis 26 22 4 
osteoarthritis 82 62 20 
rheumatoid arthritis 38 23 15 
arthralgia 15 9 6 
Totals 191 141 50 


*Generically designated as phenyramidol HCI in clinical trials. 


Analexin satisfies ". . . the majority of the criteria demanded of a moderately potent 
non-specific analgesic agent. There is no question that the predictability of satisfactory 
control of a paintful state is high and the occurrence of untoward reactions is low.”” 


Batterman, Grossman and Mouratoff? reported on the effectiveness of phenyramidol 
(Analexin) as compared with aspirin, sodium salicylate, and a placebo. They found that 
even at low dosage phenyramidol produced satisfactory analgesia in more than half of 
the patients; and when the dose was increased, six out of ten patients were relieved of 
pain in musculoskeletal disorders with no increase in the incidence of side effects. They 
conclude ". . . in contrast to codeine and meperidine, the likelihood of untoward reactions 
occurring in ambulant patients is not high. This is a decided advantage since the control 
of pain in the ambulant patient with chronic pain is a major clinical problem.” 


REFERENCES: Gray, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:4347, 1959. 2. Gray, A. P., ef al.: J. Am. Chem. Soc. 81:4351, 
1959. 3. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: J. Pharmacol. and Exper. Therap. 128:65, 1960. 
4. O'Dell, et al.: Fed. Proc. 18:1694, 1959. 5. Batterman, R. C.; Grossman, A. J., and Mouratoff, G. J.: Am. J. Med. Sc. 238:315, 1959. 
6. Data compiled from clinical reports to the Medical Department, Irwin, Neisler & Co. 7. Batterman, R. C.: Paper presented at the 
New York Academy of Sciences Symposium on ‘'Non-narcotic Drugs for the Relief of Pain,’ Dec. 4, 1959. 
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a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


... Suppresses appetite... elevates mood 
... reduces tension .. . without insomnia, 
overstimulation, or barbiturate hangover. 


Each coated tablet (pink) contains: 1b 400 mg.; 
Dosage: One tablet one-half to one hour before each meal. 


<= 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


ine sulfate, 5 mg. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. Tucker 


Dr. Georce S. Futtz, Jk. Dr. AMELIA G. Woop 


Appalachian Gall 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


single or en suite. 


Wm. Ray GrirFin, Jr., M.D. 
Rosert A. GrirFin, M.D. 


For rates and further information write APPALACHIAN HALL, Asnevi1te, N. C. 


EsTABLISHED 1916 


Asheville, North Carolina 


Mark A. GriFFin, M.D. 
Mark A. GrirFin, Jr., M.D. 
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arbamol ‘Robins’ U.S. Pat. No. 2770649 


ROBAXIN Injectable: ¢:;- relaxation of painful spasm within minutes. 


ROBAXIN Tablets: for iniii2! relief, or to maintain relaxation originally induced by ROBAXIN 
Injectable. Virtually free from adverse side effects, including drowsiness. 


Ten published studies show ROBAXIN Injectable and ROBAXIN Tablets beneficial in 91% 
of cases.!-10 Literature available to physicians on request. 


SUPPLY: ROBAXIN Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. 


a Injectable, each ampul containing 1.0 Gm. of methocarbamol in 10 cc. of sterile 
solution. 


ROBINS CO., 


W. Bi 


ation reduced on first attempt, and 
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RATIONAL THERAPY 

IN A WIDE RANGE OF 

COMMON SKIN DISORDERS 
FUI ¢ IC 


(NITROFURAZONE 0.2% AND HYDROCORTISONE 1%, EATON) 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 


FuRACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of ‘significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 

FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 
water-soluble. 

NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 
Products of Eaton Research 


MAY 1960 vi 
an 
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build appetite 
with 
B complex 
vitamins 


prevent 
nutritional 


anemia 

with ferric pyrophosphate, 
a form of iron 
exceptionally 
well-tolerated 


in taste-tempting 


cherry flavor pr omote 
Thane potentiating effect 
Fer Preset ae 
075% 


Bottles of 4 and 16 fi. oz. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


OMPACT—less space required . . . SIMPLIFIED—but _ 
lowing technical flexibility... CONTEMPORARY—will 
VERSATILE—diagnostic 


impliment its surroundings... 
diography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic — 
bucky . . . hand tilt table . . . 
12” x 16” fluoroscopic screen . 
motor driven table . . . spot device 
... 12" x 12” fluoroscopic screen. 


or wall mount 
. «300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 

with integrating fluoro- 
scopic 


CLASSIFIED ADVERTISEMENTS 


WANTED-—Internist, Board eligible or qualified, by 
expanding well-established group, University connec- 
tion. Beginning income guaranteed, partnership in 
three years. Previous private practice experience de 
sirable but not necessary. Atlanta, Georgia. Write 
ACM, c/o SMJ. 


WANTED—Internist and Pediatrician. A well-estab- 
lished obstetrician-gynecologist, ophthalmologist, oto- 
laryngologist and general surgeon, wish to add an 
internist and pediatrician to their group; mid-west 
location near large city; complete laboratory facilities 
under the auspices of a registered medical technologist; 
x-ray facilities under the direction of a radiologist. 
Contact SVA, c/o SMJ. 


AVAILABLE—Radiologist for “Locum  Tennens.” 
Contact Dr. A. W. Brown, 404 Woodside Drive, Shelby, 
North Carolina. 


FOR SALE—Keleket radiographic-fluoroscopic x-ray 
machine with tube stand and accessories. Capacity 30 
MA at 90 kilovolts shock proof. Used very little in 
obstetrical practice. Very low price. Call Atlanta 
TR 4-0477 or contact HC, c/o SMJ. 


POSITION WANTED—Anesthesiologist, Board  eli- 
gible; American born; Class A graduate. Six years 
general practice experience prior to anesthesiology 
residency. Available June 1, 1960. Contact OGW, c/o 
SMJ. 


FOR SALE OR PURCHASE—Used medical and x-ray 
equipment. A. H. Smullian & Company, P. O. Box 
6112 Station H, Atlanta, Georgia. 


INTERNIST WANTED—Small southern Virginia 
town; nearby teaching and recreational facilities; ex- 
panding clinic and hospital (privately owned). Open 
salary two years; then partnership with excellent 
financial future. Needed now but will wait for proper 
man. Contact WRW, c/o SMJ. 
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President; and Dr. Vernie A. Stembridge, Dallas, Sec- 
retary- Treasurer. 


VIRGINIA 


Dr. R. W. Garnett, Danville, has been appointed 
Medical Director of Hilltop Nursing Home. 

Officers of the medical staff of the Winchester 
Memorial Hospital are Dr. Frank E. Tappan, Berry- 
ville, President; Dr. John C. Hortenstine, Winchester, 
Vice-President; Dr. W. Clayton Anderson, Winchester, 
Secretary; and Dr. Monford D. Custer, Jr., Winchester, 
Treasurer. 

Dr. John A. Cocke is President of the medical staff 
of the Leigh Memorial Hospital, Norfolk. Dr. George 
H. Rector is Vice-President and Dr. Robert W. Al 
friend, Secretary-Treasurer. Dr. William B. Wiley is 
Chief of Surgery; Dr. J. W. Creef, Chief of General 
Practice; Dr. Milton H. Bland, Chief of Obstetrics and 
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Gynecology; and Dr. John A. Byrd, Chief of Medical 
Service. All are from Norfolk. 

Dr. Howard Hicks Ashbury is Superintendent of 
Eastern State Hospital in Williamsburg. 

Dr. A. Epes Harris, Jr., Blackstone, has been pre- 
sented the Distinguished Service Award by the local 
Junior Chamber of Commerce. 

The Waynesboro Junior Chamber of Commerce has 
presented Dr. C. Whitney Caulkins with its Dis- 
tinguished Service Award. Dr. Caulkins is President of 
the Waynesboro Rotary Club. 

Dr. T. S. Ely, Jonesville, has been chosen President 
of the Powell Valley Shrine Club. 

Dr. George S. Cooper, Jr., Charlottesville, has been 
elected Vice-Chairman of the Councilors of the Ameri- 
can College of Radiology. 


WEST VIRGINIA 


Dr. W. Paul Elkin, Charleston, has been elected a 
Fellow of the American College of Radiology. 

Two physicians have recently become members of 
the staff of the Bluefield Sanitarium in that city. 
Dr. John J. Bryan is in the Department of Pathology. 
Dr. Robert W. Neilson is in the Department of 
Thoracic Surgery. 

Officers of the McDowell Medical Society include 
Dr. Guy E. Irvin, President; Dr. Louis A. Vega, Vice- 
President; Dr. George L. Fischer, Secretary; and Dr. 
Odis Glover, Treasurer. The physicians are all of 
Welch. 
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SECRAN 


FOR 


Macrocytic Anemias 
LIQUID and CAPSULES 


SECRAN (Liquid) 


Each average teaspoonful 
(5 cc.) contains the five fol- 
lowing B-Complex vitamins 
in a palatable vehicle: 


Vitamin By Crystalline...25 ug. 
Thiamine Hydrochloride 


(vitamin B;) ........... 3 mg. 
Nicotinamide (niacin) ...10 mg. 
Calcium Pantothenate.... 2 mg. 


Pyridoxine Hydrochloride 1 mg. 


DOSAGE 


The average daily dose for 
adults is 2 to 4 teaspoonfuls. 
Children, in proportion to 


SECRAN Liquid in | 
pint or | gallon bot- 
tles. Capsules, 100, age. 
500 and 1000's. 


FIRST TEXAS Pharmaceuticals, Inc. 


Pharmaceuticals Since 1901 
DALLAS ATLANTA 


QUADRINAL 


* bronchodilator and expectorant 


QUADRINAL 


© bronchial asthma 


QUADRINAL 


© pulmonary emphysema 


QUADRINAL 


* other chronic respiratory 
disease with bronchospasm 
and wheezing 


QUADRINAL tobiets (7-3/, each! 
bottles of 100, 500, 1000. 


Quodrinal, Phyllicin®, E. Bithuber, Inc. 


Prompt — Long-lasting — Economical 


FORMULA: 

Phenobarbital . 3/84grs. ( 24mg) 
grs. (120 mg.) 


« « Sggps. (0.3 Gm.) 


DOSAGE: The usual dose of QUADRINAL is 1 tablet 
every three or four hours during the day 
and, if needed, another tablet upon retiring 
for relief during the night. 


For children, 2 tablet three times a day. 


Now auaitlalle 


QUADRINAL Suspension 
(each teaspoonful = 2 tablet) 


QUADRINAL is available on prescription only. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
Orange, New Jersey 
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anxiety intensifies 
arthritic pain 


BSBSYVRDAA 


. DARVO-TRAN” relieves pain more effectively than 


the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 
anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran® are 
added to the established analgesic effects of Darvon® and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 
that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 


Each Pulvule® Darvo-Tran provides: 


Darvo-Tran™ (dextro propoxyphene and 


Darvon . . . 32 mg.—TO RAISE PAIN THRESHOLD acetylsalicylic acid with phenaglycodol, 
A.S.A.. . .-. . 325 mg.—TO REDUCE INFLAMMATION _ Lilly) 
Co 150 mg.—TO RELIEVE ANXIETY Ultran® (phenaglycodol, Lilly) 
Darvon® (dextro p hene hydrochlorid 
Usual Dosage: Lilly) 
1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
020407 
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By supplementing the diet, NATABEC helps the gravida and nursing mother meet the nutritional demandg 
of pregnancy and lactation. Each Kapseal provides a balanced formula of vitamins and minerals important 
to the maintenance of optimum health. 
Each NATABEC Kapseal contains: Calcium carbonate — 600 mg.; Ferrous sulfate—150 mg.; Vitamin D (10 mcg.)— 400 units j 
Vitamin B, (thiamine) mononitrate—3 mg.; Vitamin B, (riboflavin) 2 mg.; Vitamin (crystalline)—2 mcg.; Folic acids 
1 mg.; Synkamin® (as the hydrochloride)—0.5 mg.; Rutin—10 mg.; Nicotinamide (niacinamide)—10 mg.; Vitamin B, (pyre 
doxine hydrochloride)— 3 mg.; Vitamin C (ascorbic acid)—50 mg.; Vitamin A—(1.2 mg.) 4,000 units; Intrinsic factor com 
centrate —5 mg. Dosage: One or more Kapseals daily. Supplied: Natabec Kapseals are available in bottles of 100 and 1006, 
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weight kept nutr ition kept up by 


KAPSEALS® 
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